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Easter Seal Campaign 
March 9 to April 9 


(See Page 222) 








MS MS 





Contributors to this Issue Table of Contents 


Physiological Basis of Gall-Bladder Disease and 
Treatment. 


Bruce C. Lockwood, M.D 


Iritis and Iridocyclitis. 
Noll Beatles, B.A. BED, PBIB ovcccsinvsiesinseicevisacers 


Amebiasis in Veterans. 
Harold C. Conn, M.D., Paul H. Feldman, M.D., 
and Aaron Taylor, M.D 


Psittacosis Treated with Penicillin and Chloro- 
mycetin. 
I. D 
M.D 


Atropine Toxicity in the Treatment of Schizophrenia. 
H. E. Bacon, M.D. Gordon R. Forrer, M.D 


Deep Infections of the Neck. 
R. J. MeQuiston, M.D 


Advances in Surgery of the Colon and Rectum. 
Harry E. Bacon, M.D., and Timothy F. Moran, 
M.D. 


Epidemiology—Old and New. 
John E. Gordon, M.D 


Clinical Pathologic Conference. 
D. H. Kaump, M.D., M. R. McQuiggan, M.D., 
and L. J. Bailey, M.D 
Glaucoma in General Practice. 


Ralph O. Rychener, A.B., M.D., F.A.C.S............00045 


Antihistaminic Drugs. 
Samuel J. Levin, M.D., and Selma S. Moss, M.D. 








S. J. Levin, M.D. Use of Aureomycin in Common Respiratory Diseases. 
a Pa, Se Edna W. Schrick, M.D 


Forearm Traction Apparatus for Genera] Practitioner. 


R. K. Hart, M.D., and E. W. Blanchard, M.D 


Use of Thorium-X Alpha Ray in the Treatment of 
Cutaneous Disease. 
N. E. Aronstam, M.D 


Detroit Physiological Society, 
Meetings of November 17 and December 15, 1949 216 


President’s Page: 
Politics, Pill-Peddling and Paper Work 
Editorial: 
State Socialism 
Rheumatic Fever Control 
Michigan Heart Association Goes Forward 
Public Relations 
Serving with Easter Seals 
Michigan Tumor Registry 
Industrial Health Day 
Michigan’s Department of Health 
In Memoriam 
News Medical 
The Doctor’s Library 





Progress with Change 

PR in Practice 

ACS President Frederick A. Coller, M.D 
Cancer Comment 

Seven Medical Relief Categories in Michigan 
You and Your Business 

Military Medicine 

Editorial Comment 

Political Medicine 


R. J. McQuiston, Ratpo O. RycHENER, 
M.D. ; M.D. 





(Copyright, 1950, by Michigan State Medical Society) 


Ferruary, 1950 

















THE JOURNAL 
of the Michigan State Medical Society 


VOLUME 49 


FEBRUARY, 1950 


NUMBER 2 === 














PUBLICATION COMMITTEE 


FRED H. DRUMMOND, M.D., Chairman... Kawkawlin 
PNET PIII, Pil Esc aseccescncnccsensoieinectossamnosesedscxscexcsvecucnssvens Detroit 
ee) Eee ee eee Te Manistee 
A aii III cic herticssdlbgedsiestianpadiisaicceumees Ludington 
RRR REED BEAUIGTIEY,, WD esccescsnsicecsceressocsscseceocesovesncoveres Battle Creek 





Office of Publication 
2642 University Avenue 
Saint Paul 4, Minnesota 





Editor 
WILFRID HAUGHEY, M.D. 
610 Post Bldg., Battle Creek, Michigan 


Secretary and Business Manager of THE JOURNAL 
L. FERNALD FOSTER, M.D. 
Thorne Bldg., 919 Washington Ave. 
Bay City, Michigan 
Executive Director 
WM. J. BURNS, LL.B. 
2020 Olds Tower, Lansing 8, Michigan 





All communications relative to exchanges, books for review, manu- 
scripts, should be addressed to Wilfrid Haughey M.D., 610 Post 
Bldg., Battle Creek, Michigan. 

All communications regarding advertising and subscription should 
be addressed to Wm. J. Burns, 2642 University Avenue, Saint 
Paul 4, Minnesota, or 2020 Olds Tower, Lansing 8, Michigan. 
Telephone 57125. 

Copyright, 1950, by Michigan State Medical Society 





Published monthly by the Michigan State Medical Society as its 
official journal at 2642 University Avenue, Saint Paul 4, Minnesota. 

Entered at the post office at Saint Paul, Minnesota, as second 
class matter, May 7, 1930, under the Act of March 3, 1879. 






OFFICERS OF THE SOCIETY 













1949-50 
a W..B. BARSTOW, MDiivccvicccaccsccccns St. Louis 
President-Elect .......... C. E. UMPHREY. M_D...................... Detroit 
Secretary  .....c.c.0«. L. FERNALD FOSTER. _ eee Bay City 
: ee Yi lS See etroit 
OS eee R. H. BAKER. Mt _ RAS Pontiac 
Vice Speaker .............Je E. LIVESAY, M.Deoccssecccccccccc. . Flint 
O. BECK, M.D., Chairman, Birmingham 
R. J. HUBBELL, M.D., Vice Chairman, Kalamazoo 
L: FERNALD FOSTER, M.D., Secretary, Bay City 
Term 

District Expires 
i a ea 8 eee eee ee 1951 
P. JO) ap ne 2nd........ J BIE -siitiacdinaitiemnne’ 1950 
WILFRID HAUGHEY M.D......... ee attle Creek 000.0000... 1950 
R. PY H Jt) Saas * ees ee 1951 
J. D. MILLER, M.D... 5th........Grand Rapids ......... 1951 
i ee 8 eS ee GOR sac: EES 1951 
H. B. ZE R, M.D 
. € 
E. A. 
7. oe ; a : 
oe ey ty eS ee 7 Sp ta bd eticiseiaat 1953 
A. H. MILLER, M.D... 12th........Gladstone sees. 1953 
ee: RS) ee 13¢h........ Menominee ................s 1953 
+o |) See 14th........ | RE 1954 
O. O. BECK, M.D.... a ee Birmingham ..........0000 1950 
E. A. OSIUS, M.D <_ "peat 1950 
W. B. HARM, M.D...... sa 
WILLIAM BROMME, é 
W.. EB. BARSTOW, WELD q..ccscccsceccscccecses PROSBOIE <.ccsccsccccessocess St. Louis 
C. E. UMPHREY, a President-Elect .................. Detroit 
R. . BARER, DD.............................. Se See Pontiac 
| FERNALD: FOSTER, =>. pees SECTERATY .-.-<a.-ccceccoccess Bay City 
A. S. BRUNK, M.D... — ees etroit 
E. F. SLADEK, . - Immediate Past President Traverse City 


EXECUTIVE COMMITTEE OF THE COUNCIL 






































. eg, UU. U. BECCA, M.D..... Chai 
Acceptance for mailing at special rate of postage provided for 2 O. HUBBELL: oo . Vice Chairman 
in Section 1103 Act of October 3, 1917, authorized August 7, 1918. My . : MILLER, Mf. DMD ey = Count eee — 
Yearly subscription rate, $5.00; single copies, 50 cents. Additional *- 1. DRUMMOND, M.D............... airman Publication Committee 
postage; Canada, $1.00 per year; Pan-American Union, §2.30 per £4; OSIUS, MD... 4 
year; Foreign, $2.50 per year. W. e BARSTOW, M.D President 
C. UMPHREY. M._.D............. President-Elect 
PRINTED IN U.S.A. L. FERNALD FOSTER, M.D. see OCTOtAry 
Medicine Radiology. Pathology, Pediatrics 
G._C. Thosteson, M.D........ccccsssessssee Detroit Anesthesiology E. H. Watson, M.D......css0sssss Ann Arbor 
Chairman ’ D. eae Detroit As — 
J. W. Hall, Jr., M.D............. Traverse City Fe (Path.) J. Mason, M.D....0...c.00e: Birmingham 
Secretary j. i; iaeuem. ym ceaaeees Detroit ” thevetary 
ice airman a . Urology 
Surgery gag ee may» ng acaalad een’ Bagite G. E. Chittenden, M.D.................:. Detroit 
ee eS OS eee Ann Arbor ‘ Chairman 
Chairman F General Practice P Wan. Brceme, WE Divscnncsiscsccscscicscsens- Detroit 
L. C. Carpenter, M.D......... Grand Rapids 2. fe. S| Grand Rapids Secretary 
Secretary airman ; 
eaaiataiaa caida E. co ae, i iciscnrenieccosens Detroit Public Most end Preventive 
edicine 
H. H. Lampman, M.D..........-..-.0000- Detroit Ophthalmology and O. D. Stryker, M.Do.ccssscces Mt. Clemens 
Chairman ay Chairman 
B. Be FeteeR, BED..oscccrceserscses Royal Oak J. E. Croushore, M.D........::scssssssse: Detroit O. K. Engelke, M.D............-+:- Ann Arbor 
Secretary Chairman (Crmee-) Secretar . 
J. C. Gemeroy, M.D Detroit y 
Dermatology and Syphilolo Co-Chair ak (GQohth.) ” Nervous and Mental Diseases 
oY YP oY cf ~“ ) =e Ann Arbor i 
R. ‘oe: St Muskegon Secretary ,Otoleryne.) P. oes Robertson, M.D.....-.....ccceweee- Ionia 
airman B. H t, M i airman 
i a yk nee Detroit ‘Golan’ (Ophth.) Lansing R. A. Morter, M.D Kalamazoo 
— DELEGATES TOA.MA 
Delegates Alternates 
W. D. Barrett, M.D., Detroit............ 1950 > - Johmon. M M.D., Detroit............1950 
W. H. Huron, M.D., Tron Re 1950 R. H. Denham , Grand Rapids 1950 
R. L. Novy, M.D., Detroit... 1950 ef en, M.D., Detroit... 1950 
L. G. Chrition, M.D., Lansing........ 1951 H. H. Cummings, . D., Ann Lemans 1951 
W. A. Hyland, M.D., Grand Rapids 1951 E. C. Texter, M.D., Detroit. 1951 
132 ° 


JMSMS 








Fy 





<2 PROTAMINE ZIN 

20. = Meg, U3. 8. Pat. ONE. : ‘80 ss" A 

. This preparation sontaiss approt. B.S rea. nies fork 2OE 
Koop in @ cold place: avoid freezing 


oe ee E-R: SQuiss & SONS, NEWYORK. 


sQuliIs : 2 Hidagiesl Laheratirion, Neve Liana wink, 














=o ctid place: avoid 
Sun; i ie 
Ny Baw F 


e Mes “i 
ened OA od 
ee 


SQUIBB INSULIN PRODUCTS 


... purified...potent...rigidly standardized to 
meet the various requirements of diabetics. 


short action: peak effect within 3 to 4 hours, waning rapidly 
INSULIN SQUIBB 
10-cc. vials (40, 80 & 100 units per cc.) 
INSULIN MADE FROM ZINC-INSULIN 


CRYSTALS SQUIBB 
10-cc. vials (40 & 80 units per cc.) 


_ Arbor 


ingham 


Detroit intermediate action: peak effect in 8 to 12 hours, with action continuing 
Detroit sometimes for 16 or more hours. 


ive GLOBIN INSULIN WITH ZINC SQUIBB 
10-cc. vials (40 & 80 units per cc.) 


Jemens 


Arbor prolonged action: onset slow; peak effect in 10 to 12 hours, with action 


, sometimes persisting for 24 or more hours. 
ise 


Tonia PROTAMINE ZINC INSULIN SQUIBB 
10-cc. vials (40 & 80 units per cc.) 


SQUIBB MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 1858 


Fesruary, 1950 we ; 
Say you saw it in the Journal of the Michigan State Medical Society 








County Medical Societies 


Branches of the Michigan State 





Medical Society 




























































Allegan 
Alpena-Alcona-Presque Isle 
Barry 

Bay-Arenac-losco 

Berrien 

Branch 


Calhoun 


Cass 


Chippewa- Mackinac 


Clinton 

Delta-Schoolcraft 
Dickinson-Iron 

Eaton 

Genesee 

Gogebic 

Grand Traverse-Leelanau-Benzie 
Gratiot-Isabella-Clare 
Hillsdale 
Houghton-Baraga-Keweenaw 
Huron 

Ingham 

lonia-Montcalm 

Jackson 


Kalamazoo 


Kent 

Lapeer 

Lenawee 

Livingston 

Luce 

Macomb 

Manistee 
Marquette-Alger 
Mason 
Mecosta-Osceola-Lake 


Medical Society of North Central 
Counties 


Menominee 
Midland 
Monroe 
Muskegon 
Newaygo 
Northern Michigan 
Oakland 
Oceana 
Ontonagon 
Ottawa 
Saginaw 
Sanilac 
Shiawassee 
St. Clair 
St. Joseph 
Tuscola 
Van Buren 
Washtenaw 
Wayne 


Wexford-Missaukee 





—_- 


PRESIDENT 


SECRETARY 





E. B. Johnson, M.D., Allegan 
E. F. Arscott, M.D., Rogers City 
D. M. Clark, M.D., Hastings 
D. J. Mosier, M.D., Bay City 


N. J. Hershey, M.D., Niles 
R. M. Leitch, M.D., Union City 
F. J. Melges, M.D., Battle Creek 


U. M. Adams, M.D., Marcellus 


H. M. Harrington, M.D., Sault Ste. 
Marie 


Bruno Cook, M.D., Westphalia 

E. J. Brenner, M.D., Manistique 

H. D. McEachran, Iron Mountain 
B. P. Brown, M.D., Charlotte 

I. H. Gutow, M.D., Flint 
Salvatore Lojacono, M.D., Ironwood 
Nevin Huene, M.D., Traverse City 
J. L. Rottschafer, M.D., Alma 

L. A. Davis, M.D., Camden 

F. S. Hosking, M.D., Laurium 

P. R. Turner, M.D., Harbor Beach 
Ralph Wadley, M.D., Lansing 

H. B. Weaver, M.D., Greenville 

E. F. Lewis, M.D., Jackson 

H. C. Bodmer, M.D., Kalamazoo 


F. L. Doran, M.D., Grand Rapids 
A. T. Rehn, M.D., Lapeer 
Homer Isley, M.D., Blissfield 

J. J. Hendren, M.D., Fowlerville 
M. A. Surrell, M.D., Newberry 
A. M. Rothman, M.D., Roseville 
E. C. Hansen, M.D., Manistee 
M. C. Bennett, M.D., Marquette 
W. S. Martin, M.D., Ludington 
David Kilmer, M.D., Reed City 
R. C. Peckham, -M.D., Gaylord 


A. R. Peterson, M.D., Daggett 
Martin Ittner, M.D., Midland 
R. A. Frary, M.D., Monroe 

P. E. Medema, M.D., Muskegon 
B. LL. Masters, M.D., Fremont 

J. B. Conti, M.D., Petoskey 

E. B. Cudney, M.D., Pontiac 

W. G. Robinson, M.D., Hart 

S. H. Rubinfeld, M.D., Ontonagon 
D. C. Bloemendaal, M.D., Zeeland 
J. W. James, M.D., Saginaw 

K. T. McGunegle, M.D., Sandusky 
Julius S. Janci, M.D., Owosso 

R. R. Licker, M.D., Port Huron 
R. A. Springer, M.D., Centreville 
F. J. Gugino, M.D., Reese 

A. H. Steele, M.D., Paw Paw 

P. H. Bassow, M.D., Ann Arbor 

J. J. Lightbody, M.D., Detroit 
Robert V. Daugharty, M.D., Cadillac 


J. E. Mahan, M.D., Allegan 

Harold Kessler, M.D., 404 N. Second, Alpena 
Wesley Logan, M.D., City Bank Bldg., Hastings 

L. Fernald Foster, M.D., 919 Washington, Bay City 
R. C. Conybeare, M.D., Fidelity Bldg., Benton Harbor 
D. T. Culver, M.D., Bronson 


H. R. Bodine, M.D., 1506 Security Natonal Bank Bldg. 
Battle Cree si 


G. T. Britton, M.D., Marcellus 
D. A. (Cowan, M.D., 140 W. Spruce St., Sault Ste. Marie 


S. R. Russell, M.D., St. Johns 

D. F. LeMire, M.D., 1106 S. First Ave., Escanaba 

E. T. Palm, M.D., 412 Superior Street, Crystal Falls 
A. H. Meinke, M.D., 702 S. Main, Eaton Rapids 

E. P. Griffin, Jr., M.D., 619 Mott Foundation Bldg., Flint 
W. H. Wacek, M.D., Grand View Hospital, Ironwood 
D. G. Pike, M.D., 876 E. Front, Traverse City 

L. R. Wickert, M.D., Mt. Pleasant 

I. W. Wiggins, M.D., Jonesville 

P. J. Murphy, M.D., Calumet 

M. G. Sorensen, M.D., Kinde 

G. D. Cummings, M.D., Mich. Dept. of Health, Lansing 
Robert E. Rice, M.D., Greenville 

H. W. Porter, M.D., 505 Wildwood Ave., Jackson 


G. H. Rigterink, M.D., 110 Amer. Nat. Bank Bldg., 
Kalamazoo 


J. R. Brink, M.D., Metz Bldg., Grand Rapids 
J. R. Doty, M.D., Lapeer 

R. E. Dustin, M.D., 307 W. Bidwell, Tecumseh 
R. M. Duffy, M.D., Pinckney 

W. R. Purmort, Jr., M.D., Newberry 

D. B. Wiley, M.D., 4692 Van Dyke, Utica 

J. F. Konopa, M.D., 57 Poplar, Manistee 

J. R. Acocks, M.D., Morgan Heights San., Marquette 
R. Carnep, M.D., 202 N. Park, Ludington 
A. White, M.D., Big Rapids 

A. Stealy, M.D., Box 485, Grayling 





Pe 


H. R. Brukardt, M.D., Electric Square Bldg., Menominee 
H. L. Gordon, M.D., Dow Chemical Co., Midland 
E. J. Sanger, M.D., 3 East Front, Monroe 

W. M. LeFevre, M.D., 289 W. Western, Muskegon 

J. M. Cook, M.D., Newaygo 

L. E. Grate, M.D., 304 Mason Street, Charlevoix 

O. R. MacKenzie, M.D., Walled Lake 

C. H. Flint, M.D., 315 State Street, Hart 

W. F. Strong, M.D., Ontonagon 

E. Vander Berg, M.D., Holland 

Robert Bucklin, M.D., 1447 N. Harrison, Saginaw 

E. W. Blanchard, M.D., Deckerville 

W. L. Merz, M.D., Mason & Ball Streets, Owosso 

E. W. Fitzgerald, M.D., 207 Fox Building, Port Huron 
C. W. O'Dell, M.D., Centreville 

Walter Pelezar, M.D., Unionville 

J. R. Ralyea, M.D., Paw Paw 

L. Dell Henry, M.D., 118 N. State, Ann Arbor 


G. C. Tornberg, M.D., Cadillac 





JMSMS F 





City 


Harbor 


Bldg., 


Marie 


a 
alls 


Ss 


Flint 


nwood 


ansing 


Bldg., 


juette 


ninee 


dland 


uron 





























Ml one AND MORE 


DOCTORS ARE PRESCRIBING 


BECAUSE BAKERS 


INFANT FEEDING 


GOEL R= 


_ BAKERS 
OpiEIED mit 











yes | 
: AE ve 












POWDER OR LIQUID 


Made in Wisconsin from grade A milk. 


You are invited to write for complete information 


about this highly nutritious food for infants. 






* 


' BAKER’S MODIFIED MILK 
THE BAKER LABORATORIES INC. 


Main Office: Cleveland, Ohio Division Offices: San Francisco, Los Angeles, 
Denver, Seattle and Greensboro, N. C. 


Plant: East Troy, Wisconsin 





Fesruary, 1950 


Say you saw it in the Journal of the Michigan State Medical Society 























SIMPLIFIES 






PROBLEMS 



























OLIC—constipation—loose stools— 

C regurgitation— failure to gain—and 
similar difficulties are frequently caused by 
improper diet. 
Today, more and more doctors are getting 
highly satisfactory results for most of their 
infant feeding cases by prescribing Baker’s 
Modified Milk. This is indicated by the grow- 
ing demand for Baker’s, which is advertised 
only to the Medical Profession. 


Doctors who prescribe Baker’s will tell you 
they favor Baker’s because of its wide appli- 
cation— Most babies make better progress, 
require fewer feeding adjustments from 


birth to the end of the bottle feeding period. 
























That the Michigan State Medical Society is a 
progressive organization is a well-known fact. Long 
ago, the pioneering activity of Michigan’s medical 
men was epitomized in the phrase “Another FIRST 
for Michigan.” Officials of other state societies 
credit the advance of Michigan Medicine to the 





Progress with Change 


SMILING MEMBERS OF MSMS CouncIiL 


cers have occurred, including addition of the two 
new Councilors from Wayne County made by the 
1948 House of Delegates. Incidentally, all the 
powers and duties of the House of Delegates—the 
MSMS legislative body—are placed in The Coun. 
cil between annual sessions of the House. 


In the Michigan State Medical Society Hospitality Booth at the Grand Rapids Annual Ses- 
sion, the following members of The Council were photographed in a pleasant mood: 


Seated (left to right) Councilor J. D. Miller, M.D., Grand Rapids, Past-President P. L. Ledwidge, M.D., 


Detroit, Treasurer A. S. Brunk. 


M.D., Detroit, Immediate Past-President E. F. Sladek, M.D., Traverse City, 


Chairman of The Council O. O. Beck, M.D., Birmingham, President W. E. Barstow, M.D., St. Louis, and 


Councilor A. H. Miller, M.D., Gladstone. 


Standing (left to right) Councilors J. S. DeTar, M.D., Milan, E. A. Osius, M.D., Detroit, E. A. Oakes, M.D., 


Manistee, Wilfrid Haughey, M.D., Battle Creek, L. W. Hull, M.D., Detrot, F 


H. Drummond, M.D., Kaw- 


kawlin, C. A. Paukstis, M.D., Ludington, W. S. Jones, M.D., Menominee, W. ‘B. Harm, M.D., Detroit, and 


William Bromme, M.D., Detroit. 


Busy elsewhere with MSMS Annual Sess‘on activities when nhcto was taken: 


Sneaker R. H. Baker, M.D., Pontiac, Secretary L. Fernald Fo-ter. M.D., Bay City, Councilor L. C. Harvie, 
M.D., Saginaw, Vice-Chairman of The Council R. J. Hubbell, M.D., Kalamazoo, Councilor R. C. Pochert, M.D., 
Owosso, Councilor P. A. Riley, M.D., Jackson, President-elect C. E. Umphrey, M.D., Detroit, and Councilor 


H. B. Zemmer, M.D., Lapeer. 


leadership which has been the good fortune of 
MSMS for many years. 


A study of the “top command” should bring out 
some illuminating information and perhaps give 
reason for the Society’s progress. 

First, one is struck by the great change among 
the leaders of the Michigan State Medical Society 
—on the policy-making Council and among the 
officers—in a short space of years. 

For example, not one Councilor on the 1935 
Board still serves in that capacity. 

Of the sixteen Councilors who served the pro- 
fession in the years 1936, 1937, and 1938, but one 
now remains in that capacity. Only two carry 
on from the year 1939! 


Sixty-five New Faces 


From 1935 through 1949, sixty-five changes 
among members of The Council and MSMS offi- 


136. 





One may conclude from this fact that the legend- 
ary progress and outstanding trail-blazing activities 
of the Michigan State Medical Society are at- 
tributable to constant change in the personnel of 
its policy-making Board. 


It appears that the steady advancement of 
MSMS has been made with the never-tiring help 
of new minds and new hands. New leaders— 
young blood—keen thinking—therein seems to lie 
the secret behind the pioneering spirit that has 
lifted Michigan’s medical profession to a perma- 
nent position of leadership in things medical. 


So long as a medical organization measures its 
progress by the contributions of new, virile Jeaders, 
that organization will prosper—and with its pros- 


pering will come the advancements and accom- 
plishments that make for better and healthier citi- 
zens. 
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The common occurrence Of: mied infections tn Cuens and chronic wounds suggests the 


use of an antibacterial agent with a wide antibacterial spectrum. Furacin, effective against the majority 
of wound bacteria in vivo, is receiving favorable and steadily increasing mention in the literature for 
such conditions.* Furacin® brand of nitrofurazone, is available as Furacin Soluble Dressing (N.N.R.) 
and as Furacin Solution (N.N.R.) containing 0.2 per cent Furacin. These preparations are indicated 
for topical application in the prophylaxis or treatment of infections of wounds, second and third degree 


burns, cutaneous ulcers, pyodermas and skin grafts. Literature on request. 
EATON LABORATORIES, INC., NORWICH, N. Y. 


*Bigler, J.: Chicago M. Soc. Bull. 50:269, 1947 © Coakley, W. A. * al. : Plast. & Reconstruct. Surg. 3:667 (Nov.) 1948 ¢ 
Curtis, L.: Surg. Clin. N. A. 1466 (Dec.) 1947 * Downing, J. et al.; J. A. M. A. 133:299, 1947 © Johnson, H.: Arch. 
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Mills, J. et al.: Plast. & Reconstruct. Surg. 3:245, 1948 © Ryan, T.: U.S. Nav. M. Bull. 47: :991, 1947 © Shipley, E. et al.: 
Surg., Gynec. & Obst. 84:366, 1947 © Snyder, M. et al.: Mil. Surgeon 97 :380, 1945. 
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PR In Practice 
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RADIO AS A PUBLIC RELATIONS MEDIUM 


The furthering of relations between the medical 
profession and the public can be carried out in 
many ways. In previous issues of THE JOURNAL, 
we have considered the utilization of displays, ex- 
hibits and pamphlets. Today, we shall discuss the 
values of radio, a miracle of the twentieth century, 


radio stations to discharge effectively this obliga- 
tion to its listeners. 

It should also be kept in mind that the radio 
stations in Michigan have always been more than 
co-operative in extending every assistance in the 
furthering of the MSMS public relations program 





Scene taken at United Broadcasting Studios in Chicago during production 
of the 1,000th episode of the MSMS “Tell Me, Doctor” radio series. 


yet a medium so far developed in a short space of 
time that it is now possible to reach more than 
97 per cent of the homes in Michigan. 

Having this effective instrument to draw upon, 
the Michigan State Medical Society has consistent- 
ly made it a point to utilize the established radio 
facilities to the fullest extent as a force for building 
a better and ever-increasing understanding of the 
medical doctor’s role in today’s complex social and 
economic pattern. 

When dealing with -radio it should always be 
borne in mind that radio stations operate under 
Federal license in the public interest and are re- 
quired to devote a considerable portion of their 
broadcasting time to public service programs. By 
offering their aid and services in health education 
broadcasting, the medical profession is enabling the 
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and have shown a genuine and appreciative in- 
terest in the material which has been supplied 
them. 

In this article, emphasis will be on that part 
of the medical broadcasting program which has 
emanated from the state level. However, each 
doctor in Michigan should always recognize the 
opportunities which ever exist for supplementing 
any statewide program with locally or society- 
sponsored programs over local radio stations. While 
many individual county medical societies have 
used and are using programs of local origin, it 
should be pointed out that local radio outlets are 
eager to co-operate still further with the many 
doctors in their particular broadcast area. The 
opportunity for local public service broadcasts are 
legion—but the impetus for such activity must 
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come from local doctors meeting and discussing 
the possibilities with local radio station owners and 
managers. 

The value of locally developed radio broadcasts 
was summed up recently by L. W. Hull, M.D., 





“Tell Me, Doctor” scripts are care- 
fully checked for their medical] ac- 


curacy by C. Allen Payne, M.D., 

Grand Rapids, chairman of the Radio 

sub-committee of the Public Relations 

Committee. Following this, they are 

sent to the Public Relations office for 

checking regarding policy matters. 
Public Relations Committee chairman, when he 
said, “The more numerous your individual con- 
tacts with the local stations and the greater your 
intimacy with those in charge of programming the 
richer will be our returns in the effective employ- 
ment of radio’s voice aimed towards an enlightened 
public on matters of health.” 


Commenting further, Dr. Hull said: 


“It is also important to remember that radio stations 
can never be utilized for propaganda. They have a public 
trust to carry out which precludes the furthering of 
particular interests or organizations. However, to present 
the cause against socialized medicine it isn’t necessary to 
damn contemplated proposals for health and welfare; 
instead, the progress and progressive program of medicine 
can be constantly presented as positive and objective 
arguments against projected changes.” 


The present broadcasting activity of the MSMS 
is broken into three categories: the “Tell Me, Doc- 
tor” series, the “Medical Talks” programs origi- 
nating from the University of Michigan, and the 
sustaining programs of many county medical so- 
cieties throughout the state. More recently, the 
thinking of the State Society leaders has been di- 
rected toward the use of communication’s newest 
offspring, television. 
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PR IN PRACTICE 


The “Tell Me, Doctor’ series is approaching its 
one thousandth broadcast as this article is being 
written. A further breakdown of this activity indi- 
cates that more than 3,600 records have been pro- 
duced which in turn means that more than 21,600 





C. E. Umphrey, M.D., President- 
Elect of the Michigan State Medical 
Society, during a recent broadcast as 
part of the Wayne County Medical 
Society’s public relations program. 


separate programs of the series have been heard 
since the popular five-minute healthcast took to 
the airlanes in 1946. 

The approach of the one thousandth broadcast 
also heralds a new approach in the treatment of 
material for the programs. In the interests of 
increased listener value and versatility, the tran- 
scriptions now feature two voices instead of the 
lone commentator who carried the show along to 
its present enviable position among medical radio 
broadcasts. “Tell Me, Doctor,” is currently aired 
over twenty-four Michigan stations as well as sta- 
tions in Virginia, West Virginia and Oklahoma. 

The “Medical Talks” programs are another 
series of long-standing popularity which continue 
through joint co-operation of the University of 
Michigan Broadcasting Service and the MSMS 
through its Scientific Radio Committee headed by 
John M. Sheldon, M.D. The series began in. 1925 
and has been one of the most popular breadcasts 
by the University. i 

The series, which originates in the modern stu-: 
dios of WUOM at the University of Michigan in 
Ann Arbor, presents discussion programs with 
speakers coming from the faculties of the Univer- 

(Continued on Page 210) 
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One of Michigan’s outstanding surgeons was 
honored last October by being elevated to the 
presidency of the American College of Surgeons. 
Frederick Amasa Coller, M.D., of Ann Arbor will 
receive additional honors when his Michigan col- 
leagues honor him at a luncheon on Friday, March 
10, 1950. The noon-day meeting will be a feature 
of the closing day of the annual Michigan Post- 
graduate Clinical Institute being held at the Book- 
Cadillac Hotel, Detroit, March 8-9-10. 







In addition to receiving a testimonial scroll at 
the March 10 luncheon, Dr. Coller will take a 
prominent part in the last day’s activities by pre- 
senting a scientific lecture at 3:30 p.m. as well as 
presiding at the 4:00 p.m. Quiz Period which 
closes the 1950 Institute. 

Dr. Coller, Professor and Chairman of the De- 
partment of Surgery at the University of Michigan 
Medical School, has compiled an enviable record 
since his graduation from Harvard University 
Medical School in 1912. During World War I he 
served as a Lieutenant Colonel in the Medical 
Corps in the European Theater. 

Scientific affiliations besides the top position in 
the American College of Surgeons include the 
American Board of Surgery, International Surgical 


ACS President Frederick A. Coller, M.D. 


Freperick A. CoLier, M.D. 


Association, Society of Clinical Surgery, Centra] 
Surgical Association, Past-president American Sur- 
gical Association, Southern Surgical Association, 
Western Surgical Association, Michigan State 
Medical Society, Washtenaw County Medical So- 
ciety, American Medical Association and the De- 
troit Academy of Surgery. 

A testimonial banquet in honor of the President 
of the American College of Surgeons will be held 
in the Detroit Athletic Club, Friday evening, 


March 10, at 7:00 p.m. Michigan members of the 
College, former residents of Dr. Coller and many 
of his friends in both the medical profession and 
the business world will gather to pay honor to this 
Michigan practitioner and eminent teacher of sur- 
gery who has brought distinction not only to him- 
self but to the medical profession of Michigan. 
The Committee on Arrangements for the Coller 
Banquet is composed of Grover C. Penberthy, 
M.D., Detroit, Chairman; W. D. Barrett, M.D., 
and Edward Dowdle, M.D., of Detroit, Wm. A. 
Hyland, M.D., Grand Rapids, C. S. Kennedy and 
R. D. McClure, M.D., of Detroit, Henry K. Ran- 
som, M.D., of Ann Arbor, R. L. Mustard, M.D., 
Battle Creek, E. L. Thirlby, M.D., Traverse City, 
and J. M. Wellman, M.D., Lansing. 
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(ethinyl estradiol) 


The desired estrogenic effects can be expected from small dosage with 
EstinyL,® Schering’s ethinyl estradiol, the most potent oral estrogen 
available for clinical use today. The dose is small; 0.05 mg. or less per 
day usually controls menopausal symptoms. 


Specificity is reflected in speedy relief, often within as few as three days;? 
in marked improvement in general well-being;? in the virtual “absence 
of side reactions if minimal effective doses are administered’’*; and in 
economy-—less than five cents per day. 


EstinYL Tablets are available in 0.05 and 0.02 mg. strengths. Bottles of 100, 250 and 
1000 tablets. Also available in 0.5 mg. strength. Bottles of 30 and 100 tablets. Estinyi 
Liquid containing 0.03 mg. per 4 cc. Bottles of 4 and 16 oz. 


(1) Lyon, R. A.: Am. J. Obst. & Gynec. 47: 532, 1944, (2) Groper, M. J., and Biskind, G. R.: J. Clin, 
Endocrinol. 2:703, 1942. (3) Wiesbader, H., and Filler, W.: Am. J. Obst. & Gynec. 51:75, 1946. 
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LEADERSHIP IN PROFESSIONAL 
CANCER EDUCATION 


The recent mailing has completed distribution 
of the Michigan Cancer Bulletin to members of 
the Michigan State Medical Society. During the 
past three years, the equivalent of a 400-page text- 
book carrying the latest information about the 
diagnosis of cancer, as well as much collateral data, 
has been placed in the hands of all Michigan 
physicians. Returns from the postcard inquiry 
accompanying the last mailing have been over- 
whelmingly favorable as to the value of this type 
of professional education and a desire to see it 
continued. This response has given the subcom- 
mittee on Professional Education of the Cancer 
Control Committee an incentive to work out some 
similar or equivalent plan for a continuing pro- 
gram. Intensive study is now being given to this 
problem. 


In addition to a publication sent regularly to 
all members, two means for furthering professional 
cancer education are readily available to all Mich- 
igan physicians. One is the extension of the Hills- 
dale type Plan for Tumor Detection to all local 
areas, whereby every physician takes every oppor- 
tunity to examine his patients for possible early 
hidden cancer when examining them for any 
other reason in his office during regular office 
hours. This offers an excellent opportunity to ex- 
tend and improve his diagnostic ability in the 
cancer field. Physicians who have been participat- 
ing in such programs report that their interest in 
cancer has been materially increased, their general 
diagnostic ability has been sharpened and their 
service to their patients has been definitely en- 
hanced. This is an excellent illustration of a self- 
education program in the general medical field. 


The Hillsdale Plan continues to enlist the inter- 
est of a rapidly increasing number of state and 
local medical societies. Several Michigan county 
medical societies have adopted it in recent months, 
and more are giving it serious consideration. The 
Minnesota State Medical Association is the latest 
of state medical organizations to adopt the plan 
and to recommend it to their local societies as an 
answer to the public demand for improved diag- 
nostic service in the cancer field. 
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Cancer Comment 


Another opportunity for continuing cancer edu. 
cation available to many physicians is found jn 
the tumor diagnostic and treatment clinics organ- 
ized in accordance with standards of the American 
College of Surgeons and found in several of the 
larger hospitals of the state. At these clinics, pa- 
tients are diagnosed and their treatment recom- 
mended by a special committee of the hospital staff 
where the clinic is held. Treatment is then carried 
out in accordance with the recommendations of the 
tumor clinic staff and the judgment of the refer- 
ring physician. Physicians are urged to accom- 
pany their patients to these clinics to take ad- 
vantage of the educational possibilities, and visit- 
ing physicians are always welcome. 

About fifteen such clinics were established in 
Michigan several years ago but due to the late 
war and other reasons their number has not been 
extended since. It would seem possible and even 
desirable that additional special organizations of 
this kind be developed within the staff organiza- 


tions of many more hospitals in areas not now 


served by them both for service to the cancer pa- 
tient and as educational centers for the profession. 
In some states, notably in Illinois, a major pro- 
fessional education program is built around the 
operation of these tumor clinics which are being 
so organized that no patient or physician will be 
more than fifty miles distant from any one of them. 


With the up-to-date information supplied to 
all members of the Michigan State Medical Society 
through the Michigan Cancer Bulletin during the 
past three years; with the rapid extension of the 
Hillsdale Plan; with the increasing number of 
cancer programs at medical meetings and cancer 
articles appearing in the medical journals of all 
specialties; and with the increased willingness of 
the public to submit to medical examination in 
the absence of evident illness, physicians of Michi- 
gan have every reason to keep abreast of the rapid 
progress being made in knowledge of the cancer 
problem and means for its control. When these 
incentives are added to the fact that the eyes of 
the medical profession throughout the United 
States are focused on what is being accomplished 
in the attack on cancer in Michigan, the responsi- 
bility of the physicians of Michigan to maintain 
this leadership becomes of paramount importance. 
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Nasal membrane showing increased 
leukocytes with denudation of cilia. 










Normal appearing nasal epithelium. 
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Nasal engorgement and hypersecretion 
accompanying the common cold and sinusitis are 
quickly relieved by the vasoconstrictive action of 


NEO-SYNEPHRINE*® 


HYDROCHLORIDE 
Brand of Phenylephrine Hydrochloride 


Po 


nostril usually extends over two to four hours. The 
effect is undiminished after repeated use. New York 13, N. livitlogs WINDSOR, ONT. 
Relatively nonirritating . . . Virtually no central 
stimulation. 
Supplied in %4% solution (plain and aromatic), 
1 oz. bottles. Also 1% solution (when greater con- 
centration is required), 1 oz. bottles, and 2% 


water soluble jelly, % oz. tubes. 
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Inc. 


The decongestive action of several drops in each Dulin 
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Neo-Synephrine, trademark reg. U. S. & Canada 





Seven Medical Roliop Categories in Michigan 


1. Afflicted Child 
Who Makes Payment: Michigan Crippled Chil- 


dren Commission. Act provides medical care and 
treatment requiring hospitalization of afflicted 


children. State funds used for Afflicted Child Act. 


Who Certifies: The attending physician has the 
right to select the hospital for the afflicted child 
(provided the hospital is on the Michigan Crippled 
Children Commission list of approved hospitals) 
and the probate judge makes certification for 
treatment. It is necessary that the physician make 
certification to the Judge of Probate on MCCC 
Form No. 121. 


How to Bill: Billing must be submitted to the 
Michigan Crippled Children Commission, Hollister 
Building, Lansing, Michigan, on MCCC Form 
A-20. 


Special Forms: MCCC Form No. 121 for certi- 
fication. MCCC Form No. A-20 for billing. 

What Constitutes Eligibility: An Afflicted Child 
is any child under twenty-one years of age, married 
or unmarried, who is afflicted with a physical de- 
fect or illness which can be remedied and whose 
parents or guardians have resided in the state for 
one year and are financially unable, in whole or 
in part, to provide the necessary treatment. 

Deadline on Billing: The statutes state that 
billing for services, either medical or hospital, must 
be refused if rendered later than sixty days after 
the discharge of the patient. 


2. Crippled Child 
Who Makes Payment: Michigan Crippled Chil- 


dren Commission. Act provides medical care and 
treatment requiring hospitalization of crippled 
children. State and Federal funds are used for the 
Crippled Child Act. 


Who Certifies: The Probate Judge has the right 
to select the hospital for the crippled child (pro- 
vided the hospital is on the Michigan Crippled 
Children Commission list of approved hospitals) 
and the judge makes his certification based on the 
certification of medical need by the referring phy- 
sician. It is necessary that the physician make 
certification to the Judge of Probate on MCCC 
Form No. 121. 


How to Bill: Billing must be submitted to the 
Michigan Crippled Children Commission, Hollister 
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Building, Lansing, Michigan, on MCCC Form A. 
20. 


Special Forms: MCCC Form No. 121 for certi- 
fication. MCCC Form No. A-20 for billing. 


What Constitutes Eligibility: A Crippled Child 
is any child under twenty-one years of age, married 
or unmarried, whose activity is or may become 
restricted by defect or deformity of bones or 
muscles or the impairment of function thereof, 
whose condition can be remedied and whose par- 
ents or guardians are financially unable to provide 
the necessary treatment in whole or in part. 

Deadline on Billing: The statutes state that 
billing for services, either medical or hospital, must 
be refused if rendered later than sixty days after 
the discharge of the patient. 





3. Afflicted Adult 


Who Pays: The County Board of Social Welfare 
is responsible for the medical and hospital treat- 
ment of the afflicted adult. County funds used 
exclusively. 


Who Certifies: In most counties the County 
Board of Social Welfare certifies the patient for 
medical aid and hospitalization based on the re- 
ferring physician’s statement. This varies in the 
counties of the state since some have filter com- 
mittees. In cases of emergency the hospital should 
send entrance report to County Board of Social 
Welfare so an investigation of need can be made. 


How to Bill: Billing should be made to the 
County Board of Social Welfare. 

Special Forms: None—any itemized statement 
is acceptable. Some Counties have Medical Di- 
rectors who certify for payment to the County 
Medical Society. 

What Constitutes Eligibility: A financial investi- 
gation by the Social Welfare Board on the 
need basis established by each county. 


Deadline on Billing: There is no state-wide 
program or set policy. Bills should be submitted 
as soon as possible after release of the patient 
from the hospital to insure prompt payment. Home 
and office treatment in Ingham County billed no 
later than the 15th of the month foHowing treat- 
ment. 


Note: Some counties issue a medical card for 
(Continued on Page 146) 
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A VITAL FACTOR IN 
THERAPY 


The sound and wholesome nutritious 
diet is an integral part of modern day 
preventive and definitive therapy. A 
steady stream of adequate amounts of all 
the essential nutritional elements is vital 
for good growth, maintenance of tissue 
structure and functioning, healing after 
trauma, and resistance to infection. For 
maintaining this daily, steady stream of 
nutrients, however, conditions both in 
health and illness often make imperative 
the use of an efficient food supplement 
along with the diet. 

The multiple dietary food supplement 
Ovaltine in milk has wide usefulness for 
enhancing to full adequacy even nutri- 
tionally poor diets. Its rich store of vita- 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 


a eee 676 

Pcie sevtersnsaetour 32 Gm. 
a ccca baeimnenee 32 Gm 
CARBOHYDRATE............ 65 Gm. 
IN Sis ccicnncowwesasc 1.12 Gm 
PHOSPHORUS............... 0.94 Gm. 
EE eee 12 mg 
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Three servings of Ovaltine, each made of 2 oz. of 
Ovaltine and 8 oz. of whole milk,* provide: 


*Based on average reported values for milk. 


Two kinds, Plain and Chocolate Flavored. Serving for 
serving, they are virtually identical in nutritional content. 
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Say you saw it in the Journal of the Michigan State Medical Society 


mins and minerals includes vitamins A 
and D, ascorbic acid, thiamine, ribo- 
flavin and niacin, and calcium, iron and 
phosphorus. Its nutritionally complete 
protein has excellent biologic rating. 

Since these vital nutritional values 
along with carbohydrate and easily emul- 
sifiable milk fat are incorporated in liquid 
suspension or solution, Ovaltine in milk 
is also especially adapted to liquid diets. 
The highly satisfying flavor makes for its 
ready acceptability when foods are often 
distasteful. 

The important overall nutrient con- 
tribution of three glassfuls of Ovaltine 
mixed with milk is presented in the 
accompanying table. 


WOT Divcsscvcccwesscses 3000 1.U. 
DHT Es ceisscsiceseses 1.16 mg. 
co re 2.0 mg. 
RR a ennacaeeamesinnsn 6.8 mg. 
WOE Wiissacesccicecicnse 30.0 mg. 
TE Ei ssicccsiencecsene 417 1.0. 
IEE dna sucnccsesasanies 0.5 mg. 








(Continued from Page 144) 


the use of the patient in home and office calls— 
renewed monthly by the case worker. This varies 
in the Counties. 


4. Direct Relief 


Who Pays: County and State funds are involved 
in this program administered by the County Board 
of Social Welfare. 

Who Certifies: County Board of Social Welfare 
makes investigation and certifies the patient for 
medical aid (home and office) based on the re- 
ferring physician’s statement. 

How to Bill: Bills should be submitted to the 
County Board of Social Welfare. 

Special Forms: Any itemized statement is satis- 
factory. Some counties do have special forms. 

What Constitutes Eligibility: The County Board 
of Social Welfare makes investigation of the fi- 
nancial condition of the recipient and certifies if 
eligible for Direct Relief. 

Deadline on Billing: Billing should be submitted 
as quickly as possible to insure prompt payment. 
Some counties may have a deadline date. 


5. Old Age Assistance 


Who Pays: Federal and State Funds are in- 
volved and are administered by the County Bureau 
of Social Aid. 

Who Certifies: The County issues a grant to the 
individual with a limitation of $60.00 for home 
and office care and $80.00 per month if hospital 
or convalescent care is involved. This grant must 
cover cost of living and medical treatment. 

How to Bill: The bill should be rendered to the 
patient since the doctor-patient relationship is 
maintained in this case. 

Special Forms: Any customary statement to the 
patient is satisfactory. 

What Constitutes Eligibility: Recipient must be 
sixty-five years of age or more, investigation of 
need is made by the County Bureau of Social Aid, 
and treatment will be of three months’ duration 
or more. 

Deadline on Billing: None—Bills should be 
rendered as soon as possible after release from the 
hospital or completion of treatment to insure 
prompt payment. 


6. Aid to the Blind 


Who Pays: Federal and State Funds are in- 
volved in the Aid to the Blind program ad- 
ministered by the County Bureau of Social Aid. 
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Who Certifies: This program of aid to the bling 
is administered by grants to the patient for cost 
of living with the limitation of $60.00 per month jf 
home and office treatment is involved and $80.00 
per month for hospital or convalescent care. The 
medical treatment must be paid from this allot- 
ment of funds by the patient. A statement of 
medical need should be submitted to the County 
Bureau of Social Aid in advance of treatment on 
Form SB-54 if the treatment is to be of three 
months’ duration or more. 


How to Bill: Bill should be rendered directly to 


-the patient, since under this system of grants the 


doctor-patient relationship exists. 

Special Forms: Any itemized statement. Coun- 
ty Bureaus of Social Aid have various methods. 

What Constitutes Eligibility: The patient is 
without sufficient income to handle his medical re- 
quirements. An investigation of need is made by 
the County Bureau of Social Aid to ascertain eligi- 
bility. 

Deadline on Billing: None—The bill should be 
submitted as quickly as possible following com- 
pletion of treatment or release from the hospital to 
insure prompt payment. 


7. Aid to Dependent Children 


Who Pays: Federal and State funds are in- 
volved in this program administered by the County 
Bureau of Social Aid. 

Who Certifies: Funds are issued directly to the 
parent or other relative caring for the child by the 
Bureau of Social Aid. The patient makes his own 
arrangements for medical care with the doctor and 
hospital. A limitation of $80.00 per month for 
cost of living is granted for one child plus $12.00 
per month for each additional child, out of which 
the medical costs must be paid. 

How to Bill: The doctor or hospital should 
render bill directly to the patient. 

Special Forms: None—The usual form of bill- 
ing is satisfactory. 

What Constitutes Eligibility: Investigation of 
need is made by the County Bureau of Social Aid. 
The age limit is sixteen or, if in school, eighteen 
years. The parent must be incapacitated or miss- 
ing from the home in order for the child to receive 
aid under this program. 

Deadline on Billing: None—Bills should be 
rendered as soon as possible after release of the 
patient from the hospital and completion of treat- 
ment in order to insure prompt payment. 
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Wher little patienls 
acl M ULISH.,.. 


Try Dulcet Penicillin Tablets—appealing, candy-like cubes 


that pack the therapeutic potency of 50,000 units of penicillin 
G potassium (buffered with 0.25 Gm. calcium carbonate). 
Stable indefinitely, cinnamon-flavored Dulcet Tablets possess the same 
antibiotic action as an equal unitage of penicillin in unflavored 
tablets. Although designed for easing the administration of oral 
penicillin to children, Du/cet Tablets are preferred by many adults 
who simply wish to avoid unpleasant tasting medicine. Du/cet Penicillin 


Potassium Buffered Tablets are available at 





pharmacies everywhere—in bottles 


of 12. For literature, write to 
ABBOTT LABORATORIES, 


North Chicago, Illinois. 


SPEecuryY 


DULCET 
PENICILLIN 


Potassium Tablets 
(BUFFERED) 


@® MEDICATED SUGAR TABLETS, ABSOTT 
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MPCI—MARCH 8-9-10 


The fourth Michigan Postgraduate Clinical In- 
stitute will be held in the Book-Cadillac Hotel, De- 
troit, on Wednesday, Thursday, Friday, March 
8-9-10. P. L. Ledwidge, M.D., of Detroit, Gen- 
eral Chairman of Arrangements, invites all MSMS 
members to “one of the finest medical confer- 
ences we have ever presented.” Attendance and 
interest in the MPCI increases yearly along with 
the calibre of the program and the nationally 
known speakers appearing on the platform. The 
1950 Institute offers doctors of medicine a con- 
centrated three-day continuation course studded 
with medical luminaries from all parts of the 
country. Program printed in January issue, page 
101. 

A feature of the Institute program will be an 
informative talk by Grover C. Penberthy, M.D., 
Detroit, on “England’s Enigma—the Sad Story of 
Socialism.” Dr. Penberthy was chosen by the 
American Medical Association as one of five emi- 
nent doctors of medicine to visit England in Jan- 
uary-February for a six weeks’ inspection of Eng- 
land’s socialization program. 


HEART DAY—MARCH 11 


Annual Heart Day will be featured on Saturday, 
March 11, under the sponsorship of the Michigan 
Heart Association. The morning lectures will be 
held in the Crystal Ballroom of the Book-Cadillac 
Hotel, followed by the annual Heart Day luncheon 
and the first annual meeting of members of the 
Michigan Heart Association with election of offi- 
cers. All MSMS members are urged to attend 
and learn of the latest advancements in the pos- 
sible cause and present and future applications in 
preventing arteriosclerosis, hypertension and rheu- 
matic fever. Program published in January Jour- 
NAL, page 105. 


MICHIGAN INDUSTRIAL HEALTH 
DAY—MARCH 29 


“Michigan Industrial Health Day’ represents 
something new on the medical postgraduate hori- 
zon. This interesting and instructive continuation 
course in Industrial Medicine will be held in the 
Auditorium of the School of Public Health, Ann 
Arbor, on Wednesday, March 29, 1950, from 9:00 
a.m. to 5:00 p.m. The evening program includes 
a testimonial banquet to the president of the 
American Association of Industrial Physicians and 
Surgeons, Alfred H. Whittaker, M.D., of Detroit. 


Sponsors of Michigan Industrial Health Day are 
the Michigan Association of Industrial Physicians 
and Surgeons, the Medical School of the University 
of Michigan, Wayne University College of Medi- 
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cince, School of Public Health, University of 

Michigan, Michigan State Medical Society’s Com- 

mittee on Industrial Health, and the Division of 

Industrial Health of the State Health Department. 
See program on page 226. 


MICHIGAN MATERNAL 
MORTALITY STUDY 


The Maternal Health Committee of the Michi- 
gan State Medical Society announces that a study 
of the maternal deaths that occur in the state was 
inaugurated on January 1, 1950. The plan is to 
have every maternal death that will occur in 1950 
carefully studied. 

The state will be divided into districts, and a 
medical investigator, a diplomate of the American 
Board of Obstetrics and Gynecology, or a man 
eligible for the Board examinations, will be selected 
to obtain this information in each district. 

It is hoped that the investigation can be made 
within a week or ten days after the maternal 
death occurs, so that all pertinent details will be 
fresh in the minds of the attending physician, the 
family, and the hospital personnel. 

The physician who renders maternal care will 
be requested to notify the Michigan Department 
of Health immediately by telephone (charges re- 
versed), and to give the name, the address, the 
place of death, and cause of death. The hospitals 
will be furnished with blanks and will be requested 
to notify the Michigan Department of Health im- 
mediately after the death occurs. 

The success of this study will depend upon the 
prompt and efficient co-operation of the investiga- 
tor, the attending physician, and hospital person- 
nel. 

The study will be under the auspices of the 
Michigan State Medical Society and the Michigan 
Department of Health. 


TAX DEDUCTIONS FOR ENTERTAINMENT 


As tax-paying time approaches many doctors 
will wonder about allowable deductions in figur- 
ing their taxable income, particularly about their 
right to deduct entertainment and club expenses. 

Costs of entertainment of medical colleagues 
and patients are deductible IF they can be sus- 
tained by proof consisting of satisfactory evidence. 
This means evidence satisfactory to the Bureau 
of Internal Revenue (THE BURDEN OF 
PROOF IS ON THE TAXPAYER). Many re- 
turns for previous years have been challenged. 

In one case involving an attorney, the court 
held that amounts expended for entertainment, 
initiation fees and dues were not deductible, be- 
cause proof offered by the taxpayer did not show 


(Continued on Page 150) 
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TAX DEDUCTIONS FOR ENTERTAINMENT 


(Continued from Page 148) 
that “the purpose of the expenditure was _pri- 
marily business rather than social or personal, and 
that the business in which the taxpayer was en- 
gaged benefited thereby.” 

In another case the Tax Court disallowed club 
dues at two different clubs as an expense, but did 
allow one half the total house bills at both clubs 
because it found that the taxpayer actually used 
the clubs at least 50 per cent of the time for 
entertaining clients and other purposes “incident 
to the practice of his profession.” IT IS IMPOR- 
TANT TO REMEMBER THAT EACH CASE 
IS DECIDED ON ITS PARTICULAR FACTS 
AND MERIT. There is no categorical rule about 
what specific expenses may be deducted. The 
Internal Revenue Code provides, in Section 23 
(a) (1) (A), that “All ordinary and necessary 
expenses incurred in carrying on any trade or busi- 
ness may be deducted from gross income from a 
business or profession.” 

Most physicians who have had claimed deduc- 
tions disallowed failed to sustain them because they 
were unable to present adequate records to sup- 
port the expenses. _It is a good rule to keep all can- 
celled checks and club statements. A record should 
be made either in the taxpayer’s books or on the 
statements, showing who, where, when, and how 
much. Where adequate records are not kept 
the collector will estimate the portion properly al- 
lowable as a business expense. A decision of the 
United States Circuit Court of Appeals in 1930 
states that “Absolute certainty in such matters is 
usually impossible and is not necessary; the Board 
should make as close an approximation as it can, 
bearing heavily if it chooses, upon the taxpayer, 
whose inexactitude is of his own making.” 

On the basis of cases decided by the Tax Court, 
one final and important test must be met. The 
physician must be able to convince the collector 
that the expense was made in reasonable anticipa- 
tion of some professional benefit. Thus, he must 
present PROOF as to the original purpose in tak- 
ing out a club membership and the extent to 
which the membership is used for business pur- 
poses. 


REMEMBER: The burden of proof is on you 
so keep adequate records.—Digest by Mac F. 
Cahal, J.D., in General Practice News, American 
Academy of General Practice, January, 1950. 


HIGHLIGHTS OF EXECUTIVE 
COMMITTEE OF THE COUNCIL 


Meeting of December 21, 1949 


* Monthly financial reports, including detailed 
breakdown of the Public Education Account 
and of the Public Education Reserve Account, 
were presented, studied, discussed and approved. 
Bills payable for the current month were pre- 
sented and approved. 
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¢ The Secretary was instructed to inform all 
MSMS members re the AMA dues for 1950 
and that “the Michigan State Medical Society 
approves the AMA dues structure for 1950 and 
urges every member to continue to support the 
AMA, as in the past, both as to dues and per- 
sonal service, remembering that each Doctor 
of Medicine is the American Medical Associa- 
tion.” 

¢ Committee reports were presented from the 
Mental Hygiene Committee, the Industrial 
Health Committee (including approval of 
Michigan Industrial Health Day in Ann Arbor 
on March 29, 1950), the Michigan Health 
Council, Maternal Health Committee (includ- 
ing approval of the Maternal Mortality Study 
to begin January 1, 1950), Scientific Radio 
Committee, Commission on Healing Arts, Rheu- 
matic Fever Control Committee (including 
monthly progress report of Medical Co-ordina- 
tor Leon DeVel, M.D.), Special Committee on 
Mental and Social Problems, Advisory Commit- 
tee to National Foundation for Infantile Paraly- 
sis, Legislative Committee (including endorse- 
ment of Wayne University’s efforts to secure 
funds for a new science building), and special 
Committee,on Medical Meetings (a subcommit- 
tee of the Public Relations Committee). 

¢ President W. E. Barstow, M.D., reported that 
he had appointed Harry F. Becker, M.D., of 
Battle Creek as MSMS representative to the 
Committee on National Disaster Relief, at the 
invitation of the Governor. 

¢ President-elect C. E. Umphrey, M.D., recom- 
mended co-operation with the July, 1951, cele- 
bration of the Founding of Detroit by Cadillac, 
which suggestion was approved and referred to 
the Public Relations Department for follow-up. 

¢ The program of the Annual County Secretaries- 
Public Relations Conference of January 22, 
1950, was approved. . 

¢ General Counsel J. Joseph Herbert reported on 
the successful Conference of Legal Counsels of 
State Medical Societies held in Washington, D. 
C., on December 6. 

¢ The Editor’s recommendation that the March, 
1950, Number of JMSMS be dedicated to “Can- 
cer Control” and the September Number to 
“Arthritis and Rheumatism” was approved. 

¢ The Public Relations Counsel’s recommendation 
that press conferences be held in the various 
Councillor Districts, with the first experimental 
meeting scheduled for Bay City, was approved; 
the first documentary movie of MSMS, now in 
production, will be titled “The Glass House”; 
30 requests for the MSMS motion picture “To 
Your Health” have been received; the recom- 
mendation that Health Information Centers be 
developed in various areas of the State, using 
the offices of Blue Cross-Blue Shield and the 
organizational work of the Michigan Health 
Council, was approved, with the instruction that 
this be implemented as quickly as possible. 
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ARMY ACTS TO MEET 
SUMMER MEDICAL SHORTAGE 


An anticipated critical shortage of physicians this sum- 
mer in overseas commands was revealed when Major 
General R. W. Bliss, Army Surgeon General, announced 
emergency plans for alleviating the condition. 

The commanders of Army General Hospitals, General 
Bliss stated, are being notified that 100 medical officers 
are to be selected from first and second year residents in 
teaching hospitals to meet the temporary medical needs 
in the European and Far Eastern Commands during the 
summer months. He emphasized that the officers selécted 
would serve only temporarily in their overseas assign- 
ments and would return to their regular residency assign- 
ments during August. Extension of their resident periods 
will cover time lost from formal training, he said. 

The Army Surgeon General explained this temporary 
shortage is caused by the loss during the summer months 
of the last large group of doctors who are completing 
their service obligation to the Government in return for 
wartime exemption and financial aid to finish their 
medical education. General Bliss paid tribute to the 
physicians leaving the service and said their contribu- 
tions to the Army medical service had been invaluable. 

General Bliss stated that he expected the overseas 
quotas would be filled by sufficient number of applicants 





Military Medicine 


who will seek to take advantage of the opportunity 
for the invaluable medical experience to be gained over- 
seas as well as welcome a three or four month respite 
from the rigorous training program in which they are 
now engaged. 

General Bliss asked his hospital commanders to give 
particular consideration to the family status of officers 
selected and asked that the medical officers be given, 
insofar as possible, a choice of temporary service in 
Europe or the Far East. 


The critical shortage will end in August, the Surgeon 
General said, as physicians completing current training 
programs become available during that month for duty 
assignments. He expects the current high standards of 
overseas medical care will be maintained by this measure. 


The Army teaching hospitals whose students will be 
eligible to apply for temporary overseas assignments are: 
Walter Reed General Hospital, Washington, D. C.; 
Brooke General Hospital, San Antonio, Texas; Fitzsimons 
General Hospital, Denver, Colorado; Letterman General 
Hospital, San Francisco, California; Madigan General 
Hospital, Tacoma, Washington; Oliver General Hospital, 
Augusta, Georgia; Valley Forge General Hospital, 
Phoenixville, Pennsylvania; Tripler General Hospital, 
Honolulu, Hawaii; and Gorgas Hospital, Panama Canal 
Zone. 





STATE MEDICINE IN A SWEATSHIRT 


Teddy Hayes, who became a figure of some public 
prominence when he used to trail Jack Dempsey and 
Mickey Walker into championship rings, sweatshirt-clad 
and carrying a water bucket, is now a statesman. 


A congressional committee has dug him out from under 
the protecting wing of Oscar Ewing, the archangel of 
socialized medicine. Ewing denied that he put Hayes 
on his payroll at $10,000 a year at the urgent insistence 
of Paving Blocks Flynn, the Democratic boss of the Bronx. 
Ewing’s way of putting it was that he had “consulted”’ 
Flynn. 

Hayes has the title of assistant federal security admin- 
istrator, with a special assignment as congressional liaison 
officer. His experience in the prize ring developed his 
aptitude for such work. We never heard of a trainer who 
didn’t have his own special, secret, super-liniment. He 
can apply the old oil to senators and representatives who 
may have some doubts about political medicine and leave 
them redolent of wintergreen. 

In justice to Hayes, it should be recorded that he took 
off his sweatshirt and put on a necktie some years ago. 
The congressmen were interested in his connection re- 





cently with a Mexican lottery that proposed to sell tickets 
in the United States, in violation of the law. 

There was such a lottery, and Hayes was interested in 
it. He was buzzing around Chicago not too long ago, 
trying to get some prominent educators to front for his 
deal, on the grounds that the profits were going to be used 
for the promotion of education. 

That is not said in derogation of Hayes. It may be 
questioned whether experience in exorcising charley horses 
and making ringside repairs on cut eyebrows is exactly 
adequate for the assistant director of the organization that 
proposed to furnish medical care to everyone in the 
United States, but his experience in the lottery field will 
be of undoubted value. 

Ewing is shilling for a lottery himself. All you do is 
turn in your ticket and he will supply a healer to cure 
your cancer or the graduate of some mail order veterinary 
college, whose second cousin happens to be the Democratic 
boss of some county in the Ozarks, to tell you how to 
guide your children through whooping cough and chicken- 
pox. Everything will be free. All Ewing wants is 5 per 
cent of your pay check every week. 

Carping critics may bring up the point that Teddy's 
lottery didn’t pay off. So what? Neither will Oscar’s.-— 
Editorial, Chicago Tribune, Feb. 12, 1950. 


y“The ... estrogen 


preferred by us is 
‘Premarin,’ a mixture 
of conjugated estrogens, 
the principal one 


of which is 


In treating the menopausal syndrome 
99 Peer me, «6=—s With “Premarin,” Perloff* reports that 
et m2 “Ninety-five and eight tenths per cent 
estrone sulfate. Packs he of patients treated with 3.75 mg. 
or less daily obtained complete relief 
of symptoms”; also, “General tonic 
effects were noteworthy and the greatest 
percentage of patients who expressed 
clear-cut preferences for any drug 


999 


designated ‘Premarin: 


Thus, the sense of “well-being” 
usually imparted represents a “plus” in 
“Premarin” therapy which not only 
gratifies the patient but is conducive to 
a highly satisfactory patient-doctor 
relationship. 


Hamblen, E. C.: North Carolina M.J.7:533 (Oct.) 1946. 


Four potencies of “Premarin” 
permit flexibility of dosage; 2.5 mg., 
1.25 mg., 0.625 mg. and 0.3 mg. tablets; 
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z © *Perloff, W. H.: Am.J. Obst.& Gynec. 58:684 (Oct.) 1949. 
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CHURCH AND STATE IN ENGLAND 


Dr. Geoffrey Fisher, archbishop of Canterbury, 
and several Anglican bishops have expressed con- 
cern over England’s economic plight, and an inter- 
denominational body of physicians and clergymen 
has criticized the system of socialized medicine as 
destructive of a sense of personal responsibility. 

The church has shown a considerable degree 
of independence in challenging the acts of the 
regime. It would have been insensitive to develop- 
ing tyranny if it had not, for petty injustices 
abound in the socialist order, and in the normal 
course of things they may be expected to grow 
worse. The effects of this intervention in the 
approaching election cannot be prophesied, but, 
plainly, the socialists fear them or they would not 
be commanding churchmen to keep their peace.— 
Editorial, Chicago Daily Tribune, December 23, 
1949. 


ONCE-FOR-ALL PREFERRED 


The resounding success of Detroit’s Torch Drive 
and similar drives this year in Michigan is bound 
to persuade the few not yet wholly converted agen- 
cies to the practical wisdom of once-for-all giving. 
As more and more communities around the coun- 
try adopt the Torch technique, it is difficult to 
believe it can be otherwise. 


Two national groups, which participated, but 
with reservations, in Detroit’s drive on the indus- 
trial level, are to make solicitations in coming 
weeks of those whose Torch gifts were not made 
through a place of employment. 


These agencies have felt that their programs 
occupy a place apart, and that their activities 
are geared to them. It is not in the nature of 
things that they be expected to abandon long- 
standing policies willingly. 

However, the wishes of donors are entitled to 
consideration, and in practice, of course, will gov- 
ern. If givers are convinced that the all-inclusive 
way of giving is best, we do not see that abstain- 
ing agencies can fail finally to go along with them. 
And Detroit’s response to the Torch Fund’s call 
has made it very evident, we think, that a single 
appeal is definitely preferred.—Editorial, Detroit 
News, December 14, 1949. 


ONE MEDICAL CHALLENGE 
WHICH LAYMEN MUST SOLVE 


The two principal medical schools in Michigan 
have presented the state with a major challenge 
it is impossible to ignore. They need additional 
training facilities. 

In view of state financial problems and the 
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heavy support guaranteed to local governmental 
units, it will be difficult for the state to provide 
the funds. But it would be worse for Michigan 
to fail to come to grips with the requests. 


The public, which has demanded more and 
more medical services, cannot expect to avoid a 
shortage of medical men now and in the future 
unless it is also willing to support the means to 
train additional medical students. 


The University of Michigan has asked for a new 
out-patient clinic which will enable its medical 
school to increase the number of students by one- 
third. Wayne University has asked for funds to 
build a new medical science building to increase 
its enrollment by 60 per cent. The two schools 
estimate that the building programs would cost a 
total of $5,800,000. Governor Williams has said 
that he will include the projects in his request for 
funds at the special legislative session next March, 
although reserving to the state budget bureau the 
right to pare down the estimates before that time. 


For a state which has fretted over an impending 
deficit because of increasing costs, $5,800,000 is no 
mean sum. On a comparative basis, however, that 
amount is surprisingly small as measured against 
the funds now being raised all over the state for 
elementary school buildings. For example, that 
sum is only slightly more than the amount which 
Ann Arbor school electors authorized last year to 
expand their local school system. And it is only 
a small fraction of what all the local school dis- 
tricts in Michigan raised during 1949 to build new 
high school and elementary school buildings. 


The very fact that communities throughout 
Michigan are having to invest large sums in schools 
to meet postwar population increases is a sign of 
how important it is to train additional medical 
men to care for a larger population. 

There is another point to be considered, too. 
Medical science has become so complex that the 
public has demanded more and more specialists— 
at the risk of creating a shortage of general prac- 
titioners. Physicans and surgeons themselves rec- 
ognize the need for more family doctors. So do 
medical schools such as the University of Michi- 
gan’s, which has begun special training for general 
practitioners under a program financed by the 
W. K. Kellogg Foundation. 

Yet the training of medical men for general 
praetice cannot be expanded at the expense of 
failing to train enough specialists to employ the 
most modern advances in the science of medicine. 
The total number of medical men must be in- 
creased. 

A medical student from Jackson who is studying 
at Wayne University recently wrote to his news- 

(Continued on Page 156) 
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resistance to infections, lowered muscle 
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extracted preparation from the whole gland, it 
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permeability, plasma volume, 
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ONE MEDICAL CHALLENGE WHICH 
LAYMEN MUST SOLVE 


(Continued from Page 154) 


paper to describe the crowded conditions and 
outmoded facilities which hamper that institution’s 
medical training program. His avowed determina- 
tion to complete a grueling education despite the 
surprising handicaps is a tribute to the attitude 
of medical students working under great handi- 
caps. But it was also an indictment of our pro- 
visions for our own medical care. 


All the facilities in the world, all the wonder 
drugs now being developed and all the insurance 
provisions to cover the costs of medical care will 
be of limited avail if there aren’t enough physicians 
and surgeons to provide it. 

Since the war, thousands of bright young men 
and women in Michigan have been unable to pur- 
sue medical training because our universities were 
unable to admit more than a few hundred each 
year. 

Considered in this perspective, the request for 
the state to finance added medical school facilities 
looms as one project which the legislature will have 
to find some means to approve.—Editorial, Battle 
Creek Enquirer and News, January 7, 1950. 


IS THIS THE PATTERN WE WANT? 


Quoting from The London Daily Mail, news- 
paper for November 19, 1949: “Lord Horder, 
one of the King’s doctors, accused the labor gov- 
ernment today of putting undue controls on the 
medical profession. Great Britain’s socialized med- 
icine program, he said, recently posted a notice 
in one hospital reading, ‘Operating theatre will 
not be used except between the hours of 9:00 
a.m. and 5:30 p.m.’ Another example of gov- 
ernment control, he said, was an order to hospi- 
tals saying, ‘Use of penicillin in this hospital must 
be cut down. It is too expensive.’ ” 


This quotation demonstrates more clearly than 
thousands of words the actual results of a socialized 
medicine program. Imagine your child with an 
emergency appendectomy necessary at midnight 
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and your doctor being told that he could not use 
the operating room until 9:00 a.m. There is no 
appeal—the answer would always be, “Sorry, it 
is government regulations.” On this side of the 
water, the advocates of a government health pro- 
gram push aside the element of cost, but apparent- 
ly where the program is in actual operation, it does 
become a vital factor. If penicillin is found too 
expensive, what of the other new wonder drugs 
which may be developed? We have had the sus- 
picion that health facilities and services under a 
government program would be governed by many 
factors other than the good of the patient. When 
the race is for the life or death of a loved one, or 
of yourself—death will not take a holiday while 
the red tape of bureaucracy is being unraveled to 
see what can be done. This system in actual oper- 
ation speaks more eloquently than all the pressure 
of the advocates of national health insurance in 
our country. 

Your congressman is home now. Talk to him 
about your reaction to the program. Write to your 
senators. It is the health and even the life of your 
family and yourself that is involved.—Pontiaction 
(Pontiac Chamber of Commerce), December, 
1949. 
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This ultra modern 200 MA two tube full wave 
diagnostic unit used so successfully by the 
Army now with rotating anode tube and there- 
fore particularly well adapted to hospital and 
clinical requirements is now available for civil- 
ian institutions and physicians at our usual 
reasonable price. Also furnished for use in 
connection with our floor-ceiling rail Tube- 
stand and our photo fluoro-graphic 70 M.M. 
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STATE OF THE UNION 


The President's State of the Union message, request- 
ing members of Congress to carry out his program, com- 
manded most attention during the first week of the sec- 
ond session. Here are the President's exact words con- 
cerning social security and health: 


“Our social security system should be developed into 
the main reliance of our people for basic protection 
against the economic hazards of old-age, unemployment, 
and illness. I earnestly hope that the Congress will com- 
plete action at this session on legislation to increase the 
benefits and extend the coverage of old-age and survivors’ 
insurance. The widespread movement to provide pensions 
in private industry dramatizes the need for improvements 
in the public insurance system. 

“I also urge that the Congress strengthen our unem- 
ployment compensation law to meet present-day needs 
more adequately. The economic downturn of the past 
year was the first real test that our system of unemploy- 
ment insurance has had'to meet. That test has proved 
the wisdom of the system, but it has also made strikingly 
apparent the need for improving its operation and in- 
creasing its coverage and its benefits. 

“In the field of health, there are immense opportuni- 
ties to extend to more of our people the benefits of the 
amazing advances in medical science. We have made a 
good beginning in expanding our hospitals, but we must 
go on to remedy the shortages of doctors, nurses, and 
public health services, and to establish a system of medi- 
cal insurance which will.enable all Americans to afford 
good medical care.” 


The President spoke to a joint session made up of the 
membership of the Senate, House, Supreme Court, 
Cabinet, and foreign dignitaries, who occupied seats on 
the floor of the House, together with spectators who filled 
the gallery. His annual speech was read from the Speak- 
ers rostrum of the House Chamber. The President did 
not advocate “compulsory” health insurance. 

Said Senator Robert A. Taft (R.-Ohio), Minority 


Senate Leader: 


“When Congress has completed its task, I am in- 
clined to think the Truman administration will have to 
go to the people in November in its program of a con- 
trolled economy and a hand-out state with increased taxes 
to pay for it.” 

* * 


GOVERNMENT “SURVEYS” 


The Ewing Report asserts that we now have the 
knowledge to “prevent” 325,000 deaths every year, and 
it implies that only the negligence and backwardness of 
the medical profession stand in the way. 

Now, this is a very interesting thought. We would 
all like to “prevent” death if we could. But unfortu- 
nately, the government is twisting figures in this kind 
of argument. No one can “prevent” death. The best 
the medical profession can ever do is to postpone death 
—give us more years to live. 

And this is exactly what the medical profession has 
been doing. Twenty-five years ago, a newborn child had 
an average life expectancy of fifty-eight years. Today, it 
has risen to sixty-eight years. In 1933, the rate of mater- 
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nal deaths in childbirth was 6.2 per thousand. In 1947, 
just fourteen years later, it had fallen to 1.3 per thousand, 


Yet, in the midst of this great surge of medical prog- 
ress, we are confronted with a government study which 
argues that medical care is not “adequate.” Of course 
it is not. It never will be, under any system. We will 
always want progress beyond what we have. But so far, 
the evidence is strong that the medical profession js 
delivering the goods.—Insurance Economics Surveys, De- 
cember, 1949. 


& * * 


The government chooses to ignore the fact that on 
July 1 of this year 65,000,000 Americans were covered by 
insurance for hospitalization, 39,000,000 were covered 
for surgical care, and 15,000,000 for general medical 
care. All this was done voluntarily. 


Now, if more than one-third of the population can be 
covered by voluntary hospital insurance at a time when 
the plans are still relatively new, the government has a 
weak case in arguing that compulsion is the only answer. 
Insurance Economics Surveys, December, 1949. 

* * & 


A RESOLUTION 


Wuereas, the medical and dental professions of this 
country have established the world’s highest standard of 
health care under a system of free enterprise, thereby 
helping the United States to become the healthiest major 
nation in the world; and, 


WuerEAS, the benefits of this high standard are now 
available to the majority of the people of this country 
and are rapidly being extended to all others through 
voluntary health insurance plans; and, 


WHEREAS, the government control of medical and 
dental services in other countries has resulted in a gradual 
breakdown of free enterprise and a progressive deteriora- 
tion of professional standards, to the detriment of the 
health of the people; and, 


WHEREAS, it is the opinion of the members of this 
Association that it is not in the interest of the people of 
this country to place health facilities under any form of 
federal control; now, therefore, 


Be Ir Resotvep, That the National Association of 
Medical-Dental Bureaus, Inc., meeting in its eleventh 
annual convention in Denver, Colorado, September 21, 
1949, does hereby go on record against any form of com- 
pulsory health insurance or any system of political medi- 
cine inevitably resulting in bureaucratic control; and 

That a copy of this Resolution be forwarded to the 
President of the United States, to each Senator and 
Representative now in the Congress of the United States, 
and that said Senators and Representatives be and are 
hereby respectfully requested to use every effort at their 
command to prevent the enactment of such legislation. 





Adopted at Eleventh Annual Convention, National Association of 
Medical-Dental Bureaus, Inc. Denver, Colorado, September 21, 
1949.—The Bureaugram October, 1949. 
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Physiological Basis of Gall- 
Bladder Disease and 
Treatment 


By Bruce C. Lockwood, M.D. 
Detroit, Michigan 


UCH CLINICAL and animal investigation 

has clarified our knowledge of gall-bladder 
physiology and disease and has indicated that 
biliary stasis, rather than infection or metabolic 
disorder, is the most common primary etiologic 
°6.20 The cause of the biliary stasis is a 
disturbed physiology of the normal filling and 
emptying mechanism of the gall bladder (biliary 
dyskinesia) , which precedes and serves as the basis 
on which develops the pathologic process of stones, 
cholecystisis and infection.1** Such biliary tract 
dysfunction may be caused by a number of mech- 
anisms and factors. Most writers on gall-bladder 
disease have failed to suggest the clinical appli- 
cation of known facts. Practice has not been 
abreast of knowledge. This seems to justify the 
following discussion of the classification and treat- 
ment of biliary tract disease which seems best to 


factor.” 


fit physiological knowledge as well as the clinical 
A careful clin- 
ical examination is necessary and usually indicates 
the category in which the patient should be placed 
as well as the indicated therapy. 


picture actually seen in. patients. 


Physiolology 


The gall-bladder mechanism converts the con- 
tinuous liver secretion to an intermittent discharge 
into the duodenum. 


—— 


From Deparement of Internal Medicine, Harper Hospital. 


resented at a meeting of the Detroit Gastroenterology Society, 
February 15, 1949. 


The secretory pressure of 
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the liver bile is about 300 mm. bile. Between 
meals the sphincter of Oddi remains tightly closed 
in tonic contraction capable of withstanding a 
pressure of 600 mm. bile; however, when the 
pressure in the common duct exceeds 75 mm. 
bile the valves of Heister yield and bile flows into 
the gall bladder. In the gall bladder water is 
absorbed and the bile is concentrated to 10 to 20 
per cent of its original volume. The gall bladder 
secretes about 25 c.c. of mucus daily. It also has 
definite motor activity, the most common type of 
which is a tonic contraction lasting ten to twenty 
minutes, with an expulsive power of about 300 
mm. bile.*® 

The gall bladder empties by an interplay of 
three mechanisms: (1) cholecystokinin, a hormone 
liberated in the duoednum by fatty chyme, fatty 
acids or HCl, which when absorbed causes the gall 
bladder to contract; (2) law of contrary enerva- 
tion (Meltzer-Lyon) whereby there is a relaxa- 
tion of the sphincter of Oddi when the gall blad- 
der contracts; (3) a nervous control through the 
autonomics, in which the tone and rhythm and 
irritability depends on ganglia in the viscera, but 
may be influenced by outside stimuli such as emo- 
Stimulation of the 
vagus by choline or pilocarpine causes contrac- 
tion of the gall bladder and relaxation of the 
sphincter of Oddi, while stimulation of the sym- 
pathetics by adrenalin causes relaxation of the 
gall bladder and contraction of the sphincter of 
Oddi. 


tions, reflexes and toxemias. 


Classification and Treatment 


For practical purposes gall-bladder disease is 
best classified according to etiology and clinical 


type. 


Gall-Bladder Stasis Due to Biliary Dyskinesia 
Biliary dyskinesia is a term used to indicate a 
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disorder of the fillmg and emptying mechanism of 
the gall bladder; it is a functional motor disorder.*® 
Its mechanism is similar to that of constipation; 
in fact, the two conditions occur together so often 
as to indicate a common etiology.** Constipation 
may be of the atonic type with absence or diminu- 
tion of peristalic waves and absence of pain, or 
it can be of the spastic type, with the occurance 
of local spastic areas and colicky pains.‘* Like- 
wise, biliary dyskinesia can be of the hypotonic 
type or of the hypertonic type. In the former, 
pains are not present unless inflammation or stones 
have supervened. In the latter, pains may be 
present without an organic pathologic condition, 
and at times such pains may be severe enough 
to simulate those due to stones. There is a mis- 
understanding among many clinicans, in that their 
concept of biliary dyskinesia seems to include only 
' the severe spastic painful types of the disorder, 
and not the other less dramatic and less acute 
motor dysfunctions. 

A survey of patients shows that some type of 
biliary dyskinesia is the initiating stasis factor in 
about 80 per cent of gall-bladder diseases. Stones 
and cholecystisis come later in the disorder.* 


Hypotonic Biliary Dyskinesia.—In this type of 
functional motor disorder of the biliary tract, 
the gall bladder does not adequately contract and 
empty. This may be due to an absence or 
diminution of the normal stimuli which cause such 
contraction, or to a constitutional low reflex activ- 
ity. 

Typical patients with this condition are well 
described as “fat, fair and forty, and belching 
gas.” They usually give a history of eating very 
little or nothing at the morning and noon meals 
and an average meal at night. Careful and in- 
sistent questioning however reveals that many 
calories are consumed as carbyhydrate pastry 
snacks throughout the day. Thus gall-bladder 
contraction has been stimulated only once per day 
for possibly many years—hence gall-bladder stasis 
and the development of stones and often inflam- 
mation. 


The symptoms are usually mild epigastric dis- 
tress, bloating and belching, coming soon after 
eating. Atonic constipation with the cathartic 
habit is common. This type of dyskinesia initiates 
about 40 per cent of all gall-bladder disease cases. 


X-ray examination usually shows a large pear- 
shaped gall bladder with moderately good filling 
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and concentration of the dye but rather sluggish 
fat meal concentration. Later there is often g 
single large cholesterol stone. It is a lazy atonic 
gall bladder, and when inspected after operative 
removal, the wall is thin, unless, as often occurs 
late in the disease, a chronic fibroid cholecystitis 
has supervened. 

Duodenal drainage usually yields a small quan- 
tity of dark bile after magnesium sulphate instilla- 
tion, but better results follow olive oil; cholestero] 
crystals are generally found in the dark bile. On 
gastric analysis there is low or absent hydrochloric 
acid secretion. 


The basal metabolic rate is often below normal, 
and the blood cholesterol above normal. 


Treatment of Hypotonic Dyskinesia.—The con- 
dition responds well to medical management. In 
the obese, a 1200 caloric balanced diet is advis- 
able until the ideal weight has been attained, then 
a normal balanced diet. ‘Three balanced meals 
should be taken daily, each containing a table- 
spoonful of olive oil, with one or two cubes of veg- 
etable butter substitute in order to promote evac- 
uation of the gall bladder three times daily. Fats 
of animal origin high in cholesterol such as butter, 
cream, egg yolk, fat meat, brain, kidney, pancreas 
and salmon should not be eaten. If the stomach 
acid is low or absent, dilute hydrochloric acid 
should be taken with each meal to promote the 
formation of cholecystokinin and stimulate gall- 
bladder evacuation. In low basal metabolism the 
administration of thyroid extract is indicated. 
Constipation should be corrected by diet, supple- 
mentary vitamin B foods, such as wheat germ 
or powdered yeast, and hydrophilic vegetable 
bulk producers. 


Bile stasis, if not properly treated, is eventually 
followed by cholesterol precipitation and _ stone 
formation. When stones have formed, the symp- 
toms usually do not change much until a stone 
becomes impacted in the neck of the gall bladder, 
when attacks of colicky pain may develop. When 
the stone has become permanently fixed in the 
gall-bladder ampulla, the colicky pains may di- 
minish because the gall-bladder wall tends to be- 
come atonic. Discomfort in the right upper 
abdomen may then become more constant with 
exacerbations occurring after fatty meals. Soon 
the gall bladder becomes distended and inflamed 
and cannot be visualized in cholecystography. To 
prevent such progressive complications, operation 


JMSMS 












js inc 
carri 
fibro 
tion 


tion 
end 
tone 
fibe: 
trac 
den 
cul 
Pai 
Od 


con 


ou! 
dif 
the 





1ggish 
ten a 
atonic 
rative 
CCurs 
Ystitis 


quan- 
stilla- 
Sterol 

On 


1loric 


rmal, 


con- 
; ae 
dvis- 
then 
neals 
able- 
veg- 
vac- 
Fats 
itter, 
reas 
rach 
acid 
the 
vall- 
the 
ited, 
ple- 
erm 


able 


ally 
one 
mp- 
one 
der, 
hen 
the 
di- 
be- 
per 
‘ith 
on 
1ed 
To 


ion 


MS 








If it is not 


is indicated when stones have formed. 
carried out, the gall bladder becomes thickened, 
fibrotic and contracted, with superimposed infec- 
tion spreading to the common duct and liver. 


Hypertonic Biliary Dyskinesia——The dysfunc- 
tion here lies in the sphincter of Oddi at the lower 
end of the common duct. There is an increase of 
tone and spasm with hypertrophy of the muscle 
fibers, resulting in increased resistance to the con- 
tracting gall bladder emptying bile into the duo- 
denum. The result is stasis, enlarged and mus- 
cular hypertrophy of the wall of the gall bladder. 
Pains may result from spasm of the sphincter of 
Oddi, increased pressure and distention in the 
common duct, or contractions of the gall bladder. 


The patient with this condition is usually a nerv- 
ous, tense, anxious ambitious individual who has 
difficulty in relaxing and who has never learned 
the art of masterly inactivity. 


The symptoms before complications have devel- 
oped may be very mild. They are similar to or 
associated with gastric hypersecretion, hyperacid 
gastritis, duodenitis, duodenal ulcer, spastic con- 
stipation, the irritable colon and general nervous 
At times, when the condition becomes 
acute and intense, there may be severe colicky 
pains which simulate stone pains. Such acute 
dyskinesia pains are relieved instantly by the in- 
halation of amyl nitrite, whereas the pain due to 
stone usually requires morphine. 


tension. 


X-ray examination shows normal filling and 
concentration with delayed evacuation. The gall 
bladder typically is long and tubular rather than 
pear shaped. At operation the walls are thick- 
ened and hypertrophied. Stones, inflammation 
and infection appear late in the disease. Regurgi- 
tation of pancreatic juice into the gall bladder is 
found in many cases of cholecystitis when second- 
dary to hypertonic dyskinesia. Such regurgitation 
is thought to produce a chemical cholecystitis.**° 


On duodenal drainage there is usually an irreg- 
ular response to magnesium sulphate and olive oil. 
Cholesterol crystals may be present if a good dark 
bile is obtained. 


Gastric analysis shows hyperacidity with a pro- 
longed secretory curve, such as seen in the ulcer 
syndrome. 


Patients with hypertonic dyskinesia cases may 
be subdivided into several clinical types: 


Fesruary, 1950 


GALL-BLADDER DISEASE—LOCKWOOD 


Nervous biliary dyskinesta is a psychosomatic 
functional disorder occurring in persons of nerv- 
ous constitutional type. It is manifested by and 
associated with gastric hypersecretion, hypertrophic 
gastritis, gastric and duodenal spasm, duodenitis, 
ulcer and often papillitis, together with increased 
nervous tension, anxiety and inability to relax. 
Environmental emotional factors usually are the 
precipitating influence. 


Migraine biliary dyskinesia is a subtype of nerv- 
ous dyskinesia that is quite common. It merits 
special mention because of the therapeutic success 
obtained with ergotamine tartrate. About 50 per 
cent of patients with gall-bladder trouble have 
migraine headache attacks. 


Reflex biliary dyskinesia is a reflex motor dys- 
function initiated by a disturbance in some other 
abdominal organ, such as diverticulitis, colitis, 
pregnancy, pelvic disease, kidney tumors, her- 
nia, et cetera. 


Secondary biliary dyskinesia may result from lo- 
cal irritation within the biliary tract itself, such 
as gallstones, inflammatory lesions from regurgi- 
tated pancreatic juice, ingested chemicals or al- 
lergens; local injury from rough surgery and duct 
probing, or from congenital anomalies. 


Treatment of Hypertonic Dyskinesia—Unless 
there are stones, operations on the gall bladder 
are contraindicated because it is not the source of 
the trouble. This is the reason for many surgical 
failures. 

A diet should be prescribed which is bland, 
nonirritating and finely divided, such as is used in 
ordinary hyperacidity. It should contain a mini- 
mum of the high cholesterol foods, such as animal 
fat, while offering much vegetable, low cholesterol 
fat at each meal to promote formation of cho- 
lecystokinin and assure complete emptying of the 
gall bladder three times daily. This is best ac- 
complished by administration of 15 c.c. olive oil 
before and two cubes of margarine with each meal. 
These fats also promote the formation of entero- 
gastrone which lessens acid secretion. An intake 
of 2000 c.c. of water daily is important in promot- 
ing an abundant thin bile. 

Alkalies such as calcium carbonate, light mag- 
nesium oxide or the silicates should be used to 


neutralize hyperacidity. Sedatives and antispas- 
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modics, especially a combination of belladonna, 
phenobarbital and sodium nitrite or mannitol 
hexanitrite, are of value. Bile salts help in the 
stimulation of the liver to secrete more thin bile, 
but they do not promote the emptying of the gall 
bladder into the intestine. 

A mode of life should be followed which allows 
and promotes relaxation, avoidance of emotional 
strain and fatigue. 

Psychotherapeutic methods should include: 
(1) reassurance, which can only be given after 
thorough medical examination; (2) a friendly 
attitude; (3) an explanation of the mechanism by 
which emotional disturbances influence the physi- 
ology of the involuntary system; (4) a sublimation 
of abnormal psychic tendencies into harmless, use- 
ful, entertaining, social or educational channels; 
(5) environmental changes and advice in connec- 
tion with type of work, climate, location, marital 
troubles or living within income. 

A careful search for and elimination of condi- 
tions which might cause reflex biliary dyskinesia 
should be instituted. Stasis in this condition occurs 
commonly in pregnancy and probably accounts for 
the frequent development of stones.7*7® 


Gall Bladder Stasis Due to Congenital 
Anatomical Defects 
Such defects are etiologic factors in about 5 per 
cent of all gall-bladder disease. The following are 
most frequently found’: 


1. Gall bladder deformities such as the folded 
fundus gall bladder, Phyrgian cap, abnormal septa 
in gall bladder, double gall bladder, diverticulum 
of gall bladder. These comprise the great majority 
of congenital deformities. They are diagnosed 
only by careful x-ray examination. 


2. Cystic duct convolution; Heister valve ob- 


struction. 


3. Abnormal cystic artery crossing and com- 
pressing the cystic duct. 


4. Congenital cysto-duodenal fold and adhesions 
distort the cystic duct producing partial obstruc- 
tion. 


5. Stricture of common duct or ampulla of 
Vater. 


Treatment for these congenital defects is al- 
most entirely surgical, by cholecystectomy or re- 
moval of the obstruction. 


e 
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Primary Gall-Bladder Infection 


Primary infection accounts for only about 10 
per cent of gall-bladder disease. It may occur as 
a result of some general infection, tonsillitis, 
pneumonia or the like, or some abdominal infec. 
tion such as appendicitis, diverticulitis, colitis, 
et cetera. 

Secondary infection, inflammation and stones 
occur usually after long-continued biliary stasis, 


The only organisms which can live in bile are 
the typhoid, colon, Friedlander and Welch bacilli, 
The streptococcus and staphylococcus are destroy- 
ed by bile, but may be found in the gall-bladder 
wall or in the cavity in cases of old cystic duct 
obstruction and gall-bladder empyema.’ 


Hepatitis, focal or diffuse, often occurs in gen- 
eral sepsis and may be associated with cholecystitis, 
pancreatitis, appendicitis or colitis through the 
lymphatic net-work that interlaces between the 
gall bladder, liver, pancreas, duodenum, appendix 
and ascending colon. In this condition the bile 
may be altered, with concentration and precipita- 
tion of mucus, or the precipitation of calcium bili- 


rubinate as small dark irregular pigment gran- 
ules.*® 


Repeated attacks of acute cholecystitis lead to 
the chronic form with fibrotic contraction, cal- 
cium carbonate in wall of lumen, empyema, 
cholangitis and hepatitis. 


Acute cholecystitis may result from and follow 
some acute general infection such as sepsis, tonsil- 
litis or pneumonia, but more often it is an acute 
exacerbation of a chronic condition due to pre- 
vious stasis, inflammation, cystic duct obstruction 
or stones. 


Sypmtoms of acute cholecystitis are severe con- 
tinuous ache or pain in the right upper abdomen 
which may radiate to the back under the right 
scapula along the spinal segment of the eleventh 
and twelfth vertebrae. It may also radiate, in 
cases of localized peritonitis, to the right shoulder 
due to phrenic nerve irritation and over skin areas 
suppled by the third and fourth cervical spinal 
segments. There is often septic fever with chills, 
a white blood cell count from 10,000 to 20,000, 
and tenderness and spasm of the right upper ab- 
domen. An enlarged liver indicates cholangitis 
and hepatitis. An enlarged gall bladder may 
develop if the cystic duct should obstruct. There 
may be slight jaundice. X-ray dye examination 
shows no gall-bladder function. 
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The treatment of choice for acute cholecystitis 
is early operation, the operative mortality being 
lowest if done during the first week. If operation 
is delayed, the condition may subside but will 
recur sooner or later. Medical management con- 
sists of complete bed rest, hot applications, a diet 
of small two-hour feedings with no fat, and the 
use of penicillin, sulfadiazine or streptomycin as 
in any other acute severe infection. 

Chronic cholecystitis is a common cause of 
chronic digestive symptoms. Three types of symp- 
toms may be present: (1) Acute severe attacks of 
right upper abdominal pain, bearing no relation 
to meals but occurring often at night or after ex- 
ertion. In this group 75 per cent are found to har- 
(2) Constant dull pain or soreness 
in the right upper abdomen. About 25 per cent 
of these have been found to have gallstones. (3) 
Epigastric bloating and distress or epigastric or 
substernal burning coming soon after meals, with 
occasional nausea and vomiting. This is a reflex 
stomach dysfunction. Stones are found in about 
20 per cent of this group. 


Metabolic Disorders 


Metabolic disorders are responsible for only 
about 5 per cent of gall-bladder disease. There 


bor gallstones. 


are two types: 


1. Congenital hemolytic jaundice, characterized 
by increased red blood cell fragility. Calcium bili- 
rubinate gallstones have been found in about 60 
per cent of these cases. The treatment is splenec- 
tomy. (In cases of splenic anemia, gallstones are 
also very frequent). 

2. Hypercholesterolemia. This is 
obesity and in pregnancy, in both of which gall- 


found in 


stones are prone to develop. Here, biliary dys- 
kinesia and stasis are also present, and it is im- 
probable that a high blood or bile cholesterol alone 
could cause the formation of gallstones without 
the presence of gall-bladder stasis. 


Summary 


There is ample clinical and experimental evi- 
dence that gall-bladder disease is the result of 
biliary tract stasis, and that such stasis may be 
caused by a number of different factors: (1) 
biliary dyskinesia of either the hypotonic or the 
hypertonic types; (2) congenital anatomical de- 
fects; (3) infection; (4) metabolic disorders, in 
which increased blood hemolysis and hypercho- 


lesterolemia play a part. The presence of stones 
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and inflammation constitutes a late stage of the 
disorder. ‘ 


The diagnosis can usually be made by careful 
and complete clinical study. 


The treatment depends upon the category and 
the stage of the disease. There is no single form 
of treatment suitable for all types of gall-bladder 
disease. 
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CORNELL UNIVERSITY 
MEDICAL COLLEGE 


Course in Exfoliative Cytology for Doctors 
April 17-29, 1950 


This course will be given under the direction of George 
N. Papanicolaou, M.D., Ph.D., with the co- operation of 
his associates. It will include lectures, discussions, demon- 
stration of slides and study of representative smears from 
various fluids. Tuition $100. 

Inquiries may be directed to Dr. George N. Papani- 
colaou, Cornell University Medical College, 1300 York 
Avenue, New York 21, N. Y. 

Application blanks will be furnished on request and 
must be returned by March 15, 1950. 


165 













lritis and lridocyclitis 
Review of Past and Present Ideas 


By Neil Bentley, B.A., M.D., F.A.CS. 
Detroit, Michigan 
See EXPERIENCE of having practiced oph- 


thalmology for forty years gives one a vantage 
point that is very interesting. I think one of the 
most instructive talks ever given before this club 
was one given by Dr. Eugene Smith, Sr. He 
could tell of the eye surgery done before the days 
of cocaine and how cataracts were removed with- 
out this aid; of work done before the days of asep- 
sis. Of course I do not have Eugene Smith’s 
wealth of experience nor anything like his tenure 
in practice. Yet looking back over forty years is 
an experience that most of you have yet to attain. 

I well remember a young woman who came to 
me with an acute iritis in my first years of prac- 
tice. At that time, we expected such cases to 
run about two months. Some twelve years later 
she returned with another attack of the same dis- 
ease. Billings and his co-workers had opened our 
eyes to some new horizons. This time I was able 
to relieve the iritis in a much shorter time. She 
remarked to me, “Doctor, you have treated me 
quite differently this time than when I was here 
before.” It was a remark that has stayed by me. 
It is for this reason I thought a review of our ideas 
of forty years ago as compared to today might be 
of interest to all of you. 

My first book on ophthalmology was by Samuel 
Theobald, clinical professor of ophthalmology and 
otology in Johns Hopkins University, and it was 
published in 1906. Please note that he was a 
professor of ophthalmology and otology. These 
two specialties were still taught by one man at 
Ann Arbor at the turn of this century and prior 
to the coming of Doctors Parker and Canfield to 
the faculty. Dr. Theobald’s paragraphs on the 
symptoms of iritis are still sound. However, his 
ideas on its etiology present a different picture. 
He regarded syphilis as the most prominent cause 
of iritis,s A pathognomonic, yet not constant, 
feature of syphilitic iritis is the formation on the 
anterior surface of the iris of yellowish or reddish 
brown nodules. Usually there are only one or two 
present, but it is claimed they may be so numerous 
as to fill the anterior chamber. They appear in 
the pupillary zone or in the ciliary border. They 
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occur more frequently in the iritis which devel- 
ops during the secondary stage of syphilis. Those 
met with in the tertiary stage are gummatous in 
character. Traumatism is given second place, 
“not only when the iris itself is involved in the 
injury, but also when the cornea, lens or ciliary 
body is wounded.” 

Rheumatism and gout, diabetes and the acute 
infectious diseases are also mentioned. Of course, 
gonorrhea, especially when accompanied by gon- 
orrheal arthritis, is given a prominent place. There 
is no mention, of course, of the prostate. Ulcers of 
the cornea, of course, were recognized as causing 
an iritis. 

His description of sympathetic iritis is still sound 
reading, which indicates we have not accom- 
plished much in treating this dreaded compli- 
cation. 


He recognized three kinds of iritis: plastic iri- 
tis, purulent iritis and serous iritis (descemetitis, 
uveitis). This last we recognized as cyclitis. The 
deposits on the posterior wall of the cornea were 
recognized for what they are. 


For treatment he states the most valuable drugs 
are mercury, potassium iodide and the salicylates, 
with opium for pain. This about completes his 
list. 

In 1913, De Schweinitz made a report to the 
International Medical Congress in London. At 
that time he presented the results of a question- 
naire received from seventy-four ophthalmologists 
who reported oral sepsis, infected tonsils and sinus 
infections as a cause of uveitis, while twenty-four 
considered gastrointestinal toxemia as the cause of 
iritis. He claimed that bacterial toxins never pro- 
duced iritis but that the bacteria themselves are 
present in the lesion. Lang, in 1913, published re- 
ports that he found dental infection as the cause 
of eye diseases in 40 per cent of 176 cases of 
iritis. In De Schweinitz’ textbook published in 
1921, at which time the Wassermann test for 
syphilis had been developed, the causes of iritis were 
given as depending on constitutional disorders, in- 
fections, toxins and traumatism and upon disease 
in other portions of the eye. He divided iritis 
according to its supposed etiology into syphilitic, 
rheumatic, gouty, gonorrheal, diabetic, tubercu- 
lous, scrofulous, septic, auto-toxemic or toxemic, 
cachetic, traumatic and sympathetic iritis. 

His figures state that “among syphilitics 0.42 
to 5.37 per cent according to different authors de- 
velop iritis. However, among cases of iritis, syph- 
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ilis has been found to be the cause in from 30 to 
60 per cent.” 

By 1921 the Wassermann test had been devel- 
oped and salvarsan was in use, yet syphilis was 
still regarded as the causative factor in from 30 
to 60 per cent of the cases. 

In Fuch’s textbook, the 1923 edition as trans- 
lated by Duane, the etiology of iritis in the primary 
form is: (1) iritis syphilica, (2) iritis gonor- 
rhoica and focal iritis, (3) iritis in acute infectious 
diseases, (4) iritis in disorders of metabolism— 
gout and diabetes, (5) iritis tuberculosa. In iritis 
as a local affection he classifies it as: (1) trau- 
matic, (2) sympathetic iritis. 

He gives syphilis as by far the most frequent 
cause of iritis. At this date he mentions focal iritis 
due to diseases in the genito-urinary tract or to 
the colon bacillus. He also mentions the tonsils, 
teeth—especially pockets at the roots of dead teeth 
—or the nasal sinuses. I can’t help thinking that 
Duane himself must have written this paragraph. 
When I was in Vienna in 1929, I saw a case of 
recurring corneal ulcers. The man in charge, who 
was in Lindner’s service, explained the difficulty 
they were having. Syphilis and tuberculosis had 
been ruled out. He said, “You know, Doctor, 
we are coming to think it may be from some focus 
of infection.” I asked permission to examine the 
patient, and permission was readily granted. The 
incisor teeth were all sound, but all the molars and 
biscupids had been rotted down to the gum line. 
After several months, they were just coming to 
the idea that the recurrences might be due to focal 
infections. 


However, I think we have viewed the past suf- 
ficiently. Do you remember those lines of Henry 
Van Dyke: “I know that Europe’s wonderful, yet 
something seems to lack. The past is too much 
with her and the people looking back. But the 
glory of the present is to make the future free?” 


The matter of focal infections was thrown into 
the limelight by Billings and his co-workers in 
1912. It was accepted as the cause of many dis- 
eases, and a wave of enthusiastic surgery followed. 
The tonsils could be removed without material 
damage to the patient unless performed by an 
incompetent surgeon. The nasal sinuses were ex- 
ploited on a grand scale. We must remember 
that up to 1900 doctors didn’t know there were 
such things as nasal sinuses except as anatomical 
peculiarities. Then when pus was found in them 
another wave of sinus surgery followed. Do you 
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remember the radical frontal surgery by Killian 
and his followers? He was a great pioneer in 
bronchoscopy and nasal surgery. He died in 1921, 
and may his soul rest in peace. Some of the cases 
operated in Germany had horrible frontal defects. 

I doubt if any of you have done a radical Killian 
for many years. When it came to the extraction 
of teeth, many cases were wonderfully helped along 
the path of recovery. One of my golfing compan- 
ions told me he never knew what good health was 
until he had all his teeth out. However, we soon 
found many patients who had had all their teeth 
extracted and yet their diseases still went merrily 
onward. 


The work of Billings was accepted with en- 
thusiasm for thirty years. However, like all good 
things, it was pushed too far. We found many 
cases where all foci that could be reached were 
eliminated without benefit. 


There ‘is at present a tendency to scoff at the 
idea of foci of infection. I heard one of our well- 
known ophthalmologists, who was featured at one 
of the postgraduate courses at Ann Arbor, say that 
he never sees any eye cases due to foci of infection. 
He excepted arthritis of the knee since he devel- 
opd such a condition himself and was relieved by 
removal of a septic focus. 


Recent work by Rosenow, however, reaffirms 
his belief in foci of infection as the cause of many 
cases of disease. Although the fact of foci of 
infection and its role in production of disease is 
accepted quite generally, its exact method of action 
is not quite clear. The probability is that there 
are different pathways for the infection reaching 
the eye. There is much evidence that in some 
cases a bacteremia develops and actual bacteria 
lodge in the eye. Positive blood cultures have been 
found in cases of tuberculosis and in other cases 
streptococci have been recovered from the blood- 
stream. This is probably quite a common occur- 
rence, yet nothing happens in the majority of 
cases, as the organisms are short-lived in the blood 
stream. The resistance of the patient is able to 
overcome the invaders. However, if the patient’s 
resistance is below par, the infection can lodge and 
produce diseases we can recognize. Rosenow’s 
work on selective affinity of germs isolated from 
teeth or tonsils in cases of iritis was quite striking. 
He has repeatedly demonstrated the correctness of 
his views, and of course he had Benedict to work 
with him. This work was corroborated by Irons, 
Brown and many others. However, Levy and his 
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associates and Back failed to reach this positive 
finding. It must be admitted that Rosenow is a 
hard man to equal when it comes to a study of 
bacteria. Lowenstein of Vienna found the tubercle 
bacillus in the bloodstream of 14 per cent of 
spontaneous cases of uveitis. His technique is 
difficult to reproduce, and not as much attention is 
given him as he deserves. 


Cultures injected into the bloodstream have pro- 
duced ocular lesions from which the injected bac- 
teria were recovered. In the cases of endogenous 
infections in which emboli form in the eye, we 
usually expect a very severe reaction that goes on 
to panophthalmitis. These cases are not common. 
In the majority of the cases, however, there is no 
demonstrable bacteremia, the eye being the only 
organ singled out. It has been suggested that in 
these cases the toxins either liberated by the bac- 
teria or by autolysis of dead microorganisms find 
their way into the bloodstream and thence into 
the eye. 

The fact of allergy has been abundantly proven. 
In 1911 Wessely made an intracorneal injection 
of a protein that set up a keratitis. After this 
healed, a later injection was made into the cornea 
of the other eye. A violent reaction ensued, caus- 
ing an interstitial keratitis identical to that caused 
by syphilis. 

Traut in 1934 found streptococci in the blood- 
stream of five cases of iritis. The work of Brown 
and Irons is noteworthy in that they were able to 
follow up a series of fifty cases of iritis that were 
observed from three to twelve years. Forty-three 
remained free of recurrences, although over half 
of them had several recurrences before this study 
started. Seven of his series had recurrences of 
iritis, but these recurrences were all in cases where 
the focus of infection was not removed or could 
not be removed. This is very strong evidence of 
the importance of removing these foci of infection 
in iritis. 

In the study of syphilis and its relation to iritis, 
there has been a marked shift in opinion. The 
percentage varies with different authors. Clapp 
reports 82 per cent of clinic cases and 69 per cent 
of private cases of iritis as due to syphilis. This 
was the extreme high and ran down to 13.3 per 
cent reported by Newton in 1925. In Gifford’s 
report published in 1931, the average of nine au- 
thors was 19.8 per cent of iritis as due to syphilis. 
All are agreed that the average in the colored 
race is much higher than in the white and greater 
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in the male than the female. In the Army from 
April, 1942, to 1943, the positive Wassermann 
tests were 30 per cent for the colored and 4 per 
cent for the white. 


It is interesting to note that Arlt in 1853 re- 
ported syphilis as the cause of iritis in 17 per cent 
of his cases of iritis. 


As to the percentage of syphilis present in the 
population, we can get varied reports. All are 
agreed that there has been a decrease in the 
number of cases of syphilis. The Owen Lab re- 
ports nineteen positive in 222 blood tests, or 8.5 
per cent. However, this includes repeats on known 
positive cases, so it is too high. On their pre- 
marital tests, 1.3 per cent are positive and 0.4 
per cent doubtful. In their prenatal cases, 1.3 
per cent were positive, 0.4 per cent doubtful. In 
their diagnostic series 7.1 per cent were positive. 
In their treated cases, 22 per cent’ were positive. 
In 1945, their premarital tests were 3.3 per cent 
positive; in 1946 their premarital tests were 2.2 
per cent postive. Dr. Clarence Owen, our pathol- 
ogist at Grace Hospital, reports that there is much 
less syphilis at autopsies than formerly. He hasn’t 
encountered a syphilitic newborn in twenty years 
—this was an off-the-cuff figure. Stokes, in his 
book, Modern Clinical Syphilology, published in 
1944, states that 30 to 40 per cent of iritis is due to 
syphilis and that iritis constitutes 73.3 per cent of 
the total eye complications of early syphilis. 


In 1931 a very thorough study of syphilitic 
iritis was made by Dr. Joseph Moore of Johns 
Hopkins Hospital from a series of 10,000 cases of 
syphilis; 249 cases of syphilitic iritis were studied. 
The large majority were negroes. Their ratio of 
positive Wassermann tests of colored to white was 
2 to 1. They also found that iritis was twice 
as common in relapses as in the original early sec- 
ondary syphilis, and that it was fairly common in 
late syphilis. 

A generalized skin rash was present in 75 per 
cent of the patients, and all but one occurred in 
the colored patients. It was a folliculopapular 
rash. They found a common association of iritis, 
the folliculopapular rash and -arthritis. Remem- 
ber this was in 1931. The average duration of 
the infection was 9.7 per cent years at the onset 
of the iritis. This shows a very slow start in 
treating syphilis in 1931. At this same date, 
trauma was considered an activating factor in 
3.6 per cent of the early group and in 8.2 per cent 
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of the late group. However, it was recognized 
that these figures are only approximate. 

At that date there was the same controversy 
as exists today. Are the cases syphilitic iritis or 
iritis occurring in a syphilitic patient? At that 
date they also found that many cases of non- 
syphilitic iritis were helped quite materially ‘by 
arsphenamine products. 

While my paper is on the subject of iritis, we 
recognize that in all cases of iritis the ciliary 
body, and in fact the entire uveal tract, is involved 
to more or less extent. Yet in the cases under 
discussion the predominant localization of the 
lesion is in the iris. While many cases appear 
acute, where pathological studies are possible, it 
is often found that there is a mononuclear infiltra- 
tion associated with subacute and chronic proc- 
esses. 

I presume it is permissible to describe iritis as 
exogenous where the infection into the eye is in- 
troduced by an injury or from a disease of a con- 
tiguous part of the eye—as in a corneal ulcer, a 
keratitis or a scleritis. This would include those 
cases following operative procedures. ‘Today we 
rarely see purulent panophthalmitis following eye 
operations. When I began practice, we expected 
to lose about two out of 100. This has been 
steadily reduced. Col. Smith of India made the 
greatest reduction in infections by washing out 
the conjunctival sac with bichloride of mercury 
1:4000 just prior to operation. Certainly his asep- 
tic technique was anything but aseptic, yet he cut 
the incidence of panophthalmitis down to 1 in 
2,500 cases. 

Dr. Walter Parker pointed out to me that 
equally good results follow irrigating the conjunc- 
tival sac with boric acid as with the bichloride of 
mercury. Certainly the eye looks much better 
at the first dressing when the eye is irrigated 
with boric acid than with bichloride of mercury. 

I have felt for a long time that in many of the 
cases of iritis we see in our own practice or in 
consultations following operations, the iritis may 
be due to a mild infection that is not virulent 
enough to cause pus formation. 


Of course, the reaction of the eye to lens sub- 
stance left in the eye is well recognized, i.e. en- 
dophthalmitis phacoanaphylactica. 

We are all familiar with the iritis that develops 
in a degenerated eye or a detached retina. 

Traumatic iritis I see not infrequently. We 
often will have synechia form that resist all efforts 
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to free them. Sympathetic ophthalmitis would be 
in the class of exogenous infections. I believe 
most cases of sympathetic ophthalmia today fol- 
low intraocular eye operations or penetrating eye 
injuries, especially through the ciliary body. 

Most of the cases of iritis we see are in the 
class of endogenous infections. A small percent- 
age are from suppurating metastatic lesions. 
Panophthalmitis is the usual outcome. Most of 
these patients die from the severity of the general 
disease. 

A lot of experimental work has been done to 
show that microorganisms injected into the blood- 
stream do lodge in the eye and produce lesions 
in the iris, ciliary body and the uveal tract. The 
same organism can be recovered from the eye 
lesion. 

However, in the majority of clinical cases of 
iritis there is no way of seeing any organisms or 
pus formation. It is felt that there may be metas- 
tases of very reduced virulence, or the iritis may 
be due to an allergic reaction to a septic focus 
found elsewhere in the body, or may be due to 
toxins resulting from the dead bacteria. The 
method by which the iris is affected is not certain, 
and all our ideas on the subject are rather con- 
jectural. Some cases may be genuine allergic re- 
actions. 


In many cases the aqueous has been aspirated 
from the anterior chamber of cases with acute 
iritis. Smears and cultures were made but all were 
negative. Woods injected some of the aqueous 
into the anterior chamber of rabbits with negative 
results, except in one case where the eye developed 
a panophthalmitis. 


Brown removed five pieces of iris, aseptically 
macerated the iris and distributed it among several 
kinds of culture media, but they were all negative 
except one case where he felt there was a con- 
tamination. 


In spite of all the negative results, the positive 
results sway the majority of ophthalmologists to 
the view that most cases of iritis are infective in 
origin. In my experience my first effort is to find 
such a focus. The teeth are all x-rayed, even in 
edentulous jaws. Retained root fragments or lo- 
calized diseased bone in the jaw must be elimi- 
nated. The teeth must be all tested electrically or 
by heat and cold. In this way we may locate 
dead teeth that show nothing on the x-ray plate. 
These dead teeth or dying teeth are more of a 
menace than those dead teeth with well encapsu- 
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lated abscesses at their roots. Rosenow has re- 
peatedly found positive cultures of streptococci 
in teeth with large fillings, even when they were 
negative by x-ray and were proved to be vital. Ex- 
aminations of the pulp showed gross hemorrhages, 
and cultures were positive for green-producing 
streptococci. We must remember that in the 
three-pronged teeth, two of the roots may be dead, 
but if the third root is vital, a positive electrical 
test is obtained. Pyorrhea pockets must be drained, 
and this often means extraction. I well recall 
one patient who was constantly having recurrences 
of a kerato iritis. The only focus I could find was 
a pyorrhea around the lower incisors. His dentist 
insisted he could cure this pyorrhea. After he 
stayed with the dentist for two years, yet still show- 
ing an active pyorrhea and still having recurrences 
of his keratoiritis, I insisted upon these teeth 
being extracted. This was rather easily acquiesced 
in when he developed an acute keratoiritis while 
on a business trip to New York. With no treat- 
ment while in New York, the eye was so severely 
infected that I feared permanent damage. How- 
ever, upon extracting the offending teeth, the eye 
responded to treatment satisfactorily. There have 
been no recurrences since the dental extractions. 
I could cite many such cases, as could all of you. 

We then check the tonsils and the nasal sinuses. 
For the latter a nasopharyngoscope must be used. 
In no other way can we see the posterior part of 
the nose. All cases have their sinuses transillumi- 
nated. If there is any question as to the sinuses, 
especially the sphenoids and the posterior ethmoids, 
an x-ray is ordered. 


In examining the tonsils, pressure must be made 
on the anterior pillars to express debris or pus 
from the deeper crypts. The appearance of in- 
flamed pillars or pussy discharge is suggestive. A 
history of frequent sore throat or colds aids us in 
arriving at a correct view. The mere finding of 
cheesy debris is not sufficient to condemn the 
tonsils. Tonsil tabs, however, are often more 
septic than tonsils unoperated upon. 


Naturally all patients who give a history of 
gonorrhea, or give a history suggestive of it, have 
their prostate or their cervix examined. The cer- 
vix, in my limited experience, is more apt to be a 
factor in cyclitis or posterior uveitis. I always 
ask the gynecologist to make a culture from the 
cervix, following Benedict’s paper read before us 
some years ago. Naturally a gynecologist will make 
a complete check of the pelvic organs and the fal- 
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lopian tubes. I have seen some very severe cases 
of panophthalmitis where there has been a metas- 
tasis from a case of puerperal sepsis. 

However, it is the prostate and posterior urethra 
that I find to be the more likely offenders. | 
have had some very satisfactory results from having 
the prostate given a finger wave by a competent 
urologist. Occasionally you may get a nasty flare- 
up in the iritis. I always feel that this indicates 
that we are on the right track. Of course, the 
majority of the cases of chronic prostatitis are non- 
gonorrheal. 

The above cases of focal infection constitute the 
majority of the causes of iritis in the United States. 
The group associated with arthritis probably be- 
longs in this class of endogenous infections. We 
no longer speak of rheumatic iritis. However, the 
two are often associated, probably because both 
may have the same etiology. 

The relationship of iritis to rheumatoid arthri- 
tis and ankylosing spondylitis is still open to dis- 
cussion. It is always a difficult task to assess the 
causative factors in any given case of irititis or 
iridocyclitis. 

It is recognized that iritis may occur in a num- 
ber of acute infectious diseases with joint manifes- 
tations. In rheumatoid arthritis and ankylosing 
spondylitis there is a lack of purulent reaction. 
There usually is a nonpyogenic inflammatory reac- 
tion in the joints, the synovial fluid barrier pro- 
tecting it from purulent invasion. It has been sug- 
gested that the eye is highly but not absolutely pro- 
tected from infections in the blood stream by the 
ciliary body. Angevine and Rothbard in 1940 
made an intravenous injection of forty rabbits, 
using a relatively avirulent group A hemolytic 
streptococci. Group A hemolytic streptococci joint 
lesions developed in twenty-six rabbits and intra- 
ocular lesions in seventeen animals. The primary 
sites of damage were the synovial villi and the cil- 
iary processes; hence the suggestion of a similarity 
by Professor Arnold Sorsby is not without merit. 


In a series of 123 cases of osteoarthritis there 
were three cases of iritis, three cases in fifty-three 
cases of ankylosing spondylitis, and fifteen cases in 
332 patients with rheumatoid arthritis. The dis- 
ease was mild and unilateral in all but two cases. 
These were in a series reported by Sorsby in the 
British Medical Journal. 


I feel that the next most common cause of iritis 
is tuberculosis. In reviewing the statistics of Eu- 
ropean authors, as contrasted with American au- 
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thors, you are at once struck with the big discrep- 
ancy in the percentage of tubercular cases. This 
varies from 36 per cent by Arlt in 1853 to 45.6 
per cent by Gilbert in 1929. Butler in England 
found only 6 per cent; Elschnig found 28 per cent 
in 1912 and 24.5 in 1925. Brown and _ Irons 
found only 4 per cent, Newton 2.6 per cent and 
Gifford in 1930 found 8.5 per cent. 

In Germany and Austria there is undoubtedly 
much more tuberculosis present than in the United 
States. However, they are rather apt to assume 
tuberculosis is present unless they can take enor- 
mous doses of old tuberculin without any reaction. 
The matter of the diagnosis of tubercular etiology 
is at best a difficult matter to evaluate. I was 
studying in London when the Calmette reaction 
was introduced. Everyone hailed it as a sure 
diagnosis for tuberculosis. I well remember my 
reaction: nothing that easy could be worth while. 
Today there is not even a mention of it in Duke- 
Elder’s Index. Among the diagnostic methods 
it is mentioned in small type, only to be con- 
demned. 


The main diagnostic test is the Von Pirquet, and 
then when used in graduated doses. It is of value 
in children under five years of age. 

The intracutaneous mantoux test in doses 0.001, 
0.01 and 0.1 mg. of old tuberculin is the most valu- 
able. It is assumed that a strongly positive test 
indicates tuberculosis. Yet Braun found positive 
reactions were only 20 per cent higher in cases of 
tuberculosis than in nontubercular cases of ocular 
disease. 


Friendwald and Desoff found that in 10 cases of 
histologically proved tuberculosis of the eye, only 
six reacted to 0.001 mg., two to 0.01 mg., one to 
0.1 mg. and one to 1 mg. 


In thirty-six cases of histologically proved non- 
tuberculous origin, five reacted to 0.001 mg. and 
the remainder varied from a positive response to 
0.01 mg. or less to insensitivity. 


Moreover, it is not certain that the reaction in 
the skin is specific for tuberculosis. You can get 
the same skin reaction in tubercular eye cases by 
an injection of filtrate of B. coli or an extract of 
culture-free bouillon. 


The production of a focal reaction in an eye by 
an injection of old tuberculin, in addition to a 
febrile reaction and a local reaction at the side of 
the injection, is considered proof of the lesion 
being tubercular. However, the production of a 
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focal reaction in the eye may be very disastrous 
and is strongly condemned. 

However, a strong skin reaction to .001 mg. of 
tuberculin is quite suggestive of the lesion being 
tubercular. 

X-ray diagnosis of a likely chest or a glandular 
tubercular lesion is one of our best diagnostic 
measures. A chronic lesion, marked tendency to 
recurrences, lack of response to ordinary treatment 
with not much pain and an absence of any other 
cause usually form the basis upon which we diag- 
nose a tubercular etiology. It is usually presump- 
tive. Of course, a favorable response to tuberculin 
therapy is further evidence of the tubercular eti- 
ology in the view of many. 

Greenwood calls attention that cases of serous 
iritis are more apt to be tubercular than are cases 
of acute iritis. In many of the American reports, 
the cases reported were private cases, hence less 
likely to be tubercular. 

In all cases of iritis, blood tests for syphilis are 
made. However, I rarely get a positive result. 
Dr. Dixon tells me that he rarely sees iritis in his 
cases of syphilis. Dr. Dixon is in charge of the 
syphilitic cases at Grace Hospital and was for years 
in charge of syphilis at the Board of Health. Cases 
are caught earlier than formerly, and iritis is a 
symptom of the secondary or tertiary stages. He 
tells me further that he doesn’t see enough of the 
skin lesions of syphilis to demonstrate what syphi- 
litic skin lesions are to his students. 


Of course, syphilitic patients do have abscessed 
teeth and other foci of infection, and these should 
be removed. However, I find syphilis a minor fac- 
tor in iritis. 

In all the textbooks, the exanthemata are given 
as among the factors causing iritis. Measles does 
cause a conjunctivitis, and with conjunctivitis you 
may get corneal ulcers, hence a possible iritis. 
However, Dr. Young at Herman Kiefer Hospital 
says that the present cases of measles and scarlet 
fever are so mild and respond so promptly to 
penicillin that they seldom have complications. 
He has seen no iritis. 

The intestinal tract, with the gall bladder, also 
is a factor. Herpes zoster occasionally affects the 
eye but it is a minor factor. It is not given as 
much attention as formerly. 

The symptoms of iritis are so well known that 
I hesitate to mention them. In. the acute cases 
there will be a circumcorneal injection with pain 
and edema of the iris. In blue-eyed patients the 
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iris blood vessels become prominent and the iris be- 
comes muddy in color. The pain may be very 
severe and radiate to the forehead or to the teeth 
of the upper jaw. The pain is apt to be worse at 
night, but not so prominently so as in acute glau- 
coma. The eyeball is very tender to manipula- 
tions. The pupil is narrowed because of the swell- 
ing of the iris tissue. Very quickly the slit Jamp 
shows an increased flare in the aqueous, followed 
soon by cells floating in the aqueous or plastered 
Fibrin 
may be formed as flakes on the anterior surface of 
the iris or it may fill the anterior chamber. These 


against the posterior wall of the cornea. 


cells and fibrinous exudate also form on the sur- 
face of the lens and the iris. Where the exudate 
forms on the posterior surface of the iris you get 
firm adhesions, and if the whole surface is involved 
you get a condition seclusio pupillae. This may be 
followed by the familiar iris bombé in later 
stages, due to blocking of the communication be- 
tween the anterior and posterior chambers. 

The larger clumps of cells—the so-called mutton 
fat deposits on the posterior corneal wall—are 
more apt to be due to lesions of the ciliary body. 

In severe iritis, folds of Descemets membrane 
Poly- 
morphonuclear leukocytes may form, but they usu- 
ally fall to the bottom of the anterior chamber 
and form the sterile hypopion we are all familiar 
with. 


occur, indicating an edema of the cornea. 


Where the pupil is blocked by exudate on the 
anterior surface of the iris, occlusio pupillae devel- 
ops. 

When atropine is instilled, there are usually 
spots of adhesion of the iris to the lens, the result 
of adhesive exudate. 

Then there is the chronic iridocyclitis, often with 
acute exacerbations. 

Then there is a group of recurrent iridocyclitis 
with varying periods of quiet intervals. We don’t 
Many of 
these are tubercular or due to foci of infection we 
have not detected or could not reach. 


see these cases as often as formerly. 


There is one group of cases that I am always 
on the lookout for, i.e., the quiet iritis. It may 
follow a case we have treated. For this reason, I 
like to have all persons with iritis return at stated 
periods to check with the slit lamp. I like to dilate 
them temporarily to be sure no adhesions are 
forming. Sometimes we will find such adhesions. 
It certainly is pathetic to see a case of iritis that 
has been well and successfully treated, then dis- 
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charged, only to turn up with an eye that has been 
destroyed by a quiet iritis that could so easily be 
prevented. 


Again in case of corneal ulcer or simple injury, 
where we can diagnose no iritis, the use of homat- 
ropine is invaluable. May I also state that among 
the common cases I see are persons who have 
been to the First Aid at the plant and the nurse 
or the doctor has given the patient atropine oint- 
ment. We see them later because they claim they 
have gone blind. They are thus needlessly inca- 
pacitated because of the atropine. I tell all First 
Aid personnel: throw away your atropine. If a 
patient needs atropine, send him to my office. 


Treatment.—The first consideration is to get the 
pupil dilated. The best drug for this is atropine 
1 per cent in boric acid with the addition of 
adrenalin, and possibly cocaine in case the pupil 
does not readily dilate. This can be used every two 
hours, but usually every three hours is sufficient. 
Occasionally atropine powder can be placed in the 
conjunctival sac if the pupil will not dilate. If 
the face becomes flushed, the finger can be placed 
over the canaliculus for a few minutes after instill- 
ing the drops. After using the atropine for some 
days, an allergic skin reaction may occur. Some 
other mydriatic must be used, such as scopolamine 
hydrobromide 0.25 to 1 per cent, hyocine hydro- 
bromide or duboisine sulfate 0.5 to 1 per cent. 
Atropine ointment is useful in children. In the lat- 
ter group, a blepharospasm may develop, washing 
out the atropine before it gets-into the conjunctival 
sac. 

Heat is of great value. The electric pad is a 
very easy method of applying it. In my office, 
I find the short wave diathermy very helpful. I 
never use it, however, if hypopion is present. Oc- 
casionally heat irritates the eye and the ice bag will 
be more comforting. 


The search for etiological factors must be start- 
ed at once. I have already outlined the procedure 
we follow. I believe in removing the focus very 
early when found. We like to have the eye under 
partial control before operating. I don’t have bad 
results following the extraction of teeth, but I 
limit the extraction to two teeth. I have seen 
serious—even fatal—results following wholesale 
extractions. 


Very often multiple foci of infection are found 
Diseased sinuses should be treated or drained— 
depending upon conditions. We can’t put our 
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finger on the exact focus that may be causing the 
trouble. However, if pus is present, the patient 
will be better off to have it eliminated. 

The Wassermann and Kahn tests are always 
run. They are nearly always negative. These are 
all in private cases. Don’t tell me syphilis is a re- 
spector of well-to-do patients. We all know bet- 
ter. However, it is much more common in clinic 
patients where a large percentage are colored. 

In all cases of iritis, I start them at once on 
sulfadiazine, 15 gr. every four hours with baking 
soda a teaspoonful to a glass of water. Blood 
counts are run every three or four days, and if 
there is any sign of trouble, the drug must be 
stopped. The urine must be checked. With these 
precautions, we find no trouble with sulfadia- 
zine. However, I rarely use it more than ten to 
fourteen days. 

The new preparations of penicillin can be used 
with the sulfadiazine. 300,000 units can be given 
every second day. However, I don’t have so much 
faith in penicillin in eye infections except in gon- 
orrheal infections. 

We must not forget the time-honored elimina- 
tive treatment with saline purges. Have you ever 
had a patient in the hospital who wasn’t doing 
well, had a little unexplained fever and then you 
found there had been no bowel movements for 
several days? ’Nuff said. 

The salicylates are valuable to control pain, es- 
pecially when arthritis is also present. 


The stimulation of the body immunity is often 
increased by foreign protein shock. Dr. Frothing- 
ham has long urged milk injections—genuine milk 
and not the substitutes. I have had very good 
results from it, especially in exogenous infections. 
You don’t want it too fresh. Draw it into the 
syringe through the needle, thus eliminating any 
coagulum. | 

Typhoid injections of 25,000,000 intravenously 
have a more dramatic effect, but they can only 
be given to a hospital patient. 


In many cases, an increased tension may de- 
velop, and then you have a real problem. A para- 
centesis of the anterior chamber can be done, 
making a flap-like incision in the periphery of the 
cornea. This can be depressed easily, the anterior 
chamber reopened and more aqueous drained off, 
thus relieving the pressure. This may have to be 
repeated several times. 

Many cases of glaucoma develop during an 
iridocyclitis. The vascular bed is in a state of 
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The 


congestion, stasis and edema of the tissues. 
aqueous is a colloid richer, denser solution than 


normal. The dialysation of the intraocular fluid 
is changed and often obstructed. The drainage 
canals may become clogged. An increase tension 
is a common result. 

It is felt that many so-called acute glaucomas 
are really secondary to a pre-existing chronic, 
though mild, iridocyclitis. According to Duke- 
Elder, “the statistics indicate the percentage may 
be from 20 to 40 per cent of all cases of raised 
Many authors claim the percentage 
would be much higher if a more thorough search 
were made for low grade types of intraocular in- 
Needless to say, surgery is to be 
avoided in the acutely inflamed iris if at all pos- 
sible. Many of these cases must have the mydriat- 
ics pushed hard, combining adrenalin and cocaine 
to get a synergic action. Hypertonic intravenous 
injections of sodium chloride or sorbitol may be 
of value. 

In the subacute cases, mydriatics are better used 
if the anterior chamber is deep. In a new case, 
try homatropine first. If this aggravates the con- 
dition, eserine and pilocarpine can be used. If 
there is no response to medical treatment, surgery 
will be needed. The Elliott trephine is perhaps 
the best operation. 

In this review I am struck by the fact that we 
don’t see the syphilis that we saw years ago. Gov- 
ernment records confirm this view. As Dr. Schil- 
ler said, we see less syphilis and what we see is 
seen earlier and is brought under control much 
earlier. When you recall Dr. Moore’s statement 
in 1931, that the cases of iritis occurred in patients 
who had had syphilis for 9,7 years before treat- 
ment then you see that medicine does progress. 

I am well aware that there are some questions 
not yet solved in the matter of iritis. Focal in- 
fections are very common in apparently healthy 
individuals. Yet iritis is infrequent. We know, 
too, that it is difficult to develop iritis experimen- 
tally. Yet after an eye has been sensitized, then 
experimental iritis is easily developed. Now what 
sensitizes the eye to activate a focus of infection 
into causing an iritis? I am in hopes that some 
of you can answer these questions. 


tension.” 


flammation. 


——Msms 





Two Essentials——Every one should own a comfortable 
bed and comfortable shoes, because he is in one or the 
other all of his life. 
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Amebiasis in Veterans 


By Harold C. Conn, M.D., Paul H. Feldman, 
M.D., and Aaron Taylor, M.D. 


With the technical assistance of 


Edith Goodman, B.S., and John Jeza, R.T. 
Detroit, Michigan 


HE INCIDENCE of amebiasis in American 

soldiers in World War II has been speculated 
upon for some time by many authors. Craig,°® in 
1944, estimated that 10 per cent of the population 
are infected with Endamoeba histolytica, and that 
thousands of our troops now serving in endemic 
areas will be coming home infected by the para- 
site. D’Antoni® reports 28.8 per cent incidence of 
Endamoeba histolytica in 236 clinical cases ex- 
amined in New Orleans in 1943. 

Brown‘, et al stated in 1945 that amebiasis is 
extremely common and may be considered endemic 
in the United States. Marion and Sweetsir,’® in 
February, 1946, made a survey at an Army Air 
Base Hospital in Florida and reported 15 to 18 
per cent positive findings for Endamoeba histoly- 
tica in 1000 unselected cases returning from all 
theaters. An over-all average of 16.6 per cent was 
reported with little difference between specific 
theaters. Michael,”° in 1946, reported 8.9 per cent 
infestation with Endamoeba histolytica in 1000 
naval returnees, and 3.1 per cent in 1000 ex-prison- 
ers of war. Markell’® et al, in 1947, reported 27 
per cent incidence in the United States civilian 
prisoners of war returnees from the Pacific theat- 
er. This is a highly significant figure as contrasted 
with the 3.1 per cent reported by Michael above. 
Ellenberg" et al, in February, 1948, reported find- 
ings of 833 cases of amebiasis in Army personnel 
during the period of 1944 and 1945 which were 
treated in an Army General Hospital in Assam, 
India. Fletcher’* et al, in 1946, reported a 33 
per cent incidence in a study of Canadian ex-pris- 


From the Medical Division, Veterans Administration, Regional 
Office, Detroit, Michigan; T. G. Prempas, M.D., Chief Medical 
Officer; A. J. Klippen, M.D., Chief of Professional Services. 
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for running a control series of unknown to check the accuracy of 
our laboratory in the early stages of this study. 
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drawn by the authors. 
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oners of war. Horster,’*, in 1945, reported an in- 
cidence of 25 per cent in the North-Africian-Ger- 
man forces. 


The over-all incidence of amebiasis in the 
continental United States has been estimated as 
between 10 and 20 per cent by various au- 
thors.®?*:14:23 In the midwestern states, amebiasis 
has not previously been considered as a major 
public health menace with the exccption of the 
Chicago epidemic in 1933 and 1934. Approxi- 
mately 1500 individuals allegedly were affected in 
the Chicago outbreak. Bundeson,® in 1934, re- 
ported a survey of 498 symptomatic patients seen 
during the Chicago outbreak and found 20 per 
cent to be infected. A survey of 364 food -handlers 
during the same period revealed an incidence of 
7.1 per cent. Summerlin,?’ in 1933, reported a 
survey of 1336 patients in Chicago with a 2.1 per 
cent incidence. Spector,” in 1937, surveyed 10,108 
patients and found an incidence of 3.4 per cent 
for Endamoeba histolytica. Roadniche and Pal- 
mer*’ reported a survey of 2691 patients with an 
incidence of 1.8 per cent from the University of 
Chicago Hospital Clinics. Dolkart and Hedges,’ 
in 1947, reported a survey of 3605 civilian cases in 
Chicago with the findings of 0.7 per cent in the 
asymptomatic group, and 3.5 per cent in the symp- 
tomatic group. We are unable to find any reports 
concerning the incidence of amebiasis in Michi- 
gan civilians. Kasper and Cope’® in Detroit, Michi- 
gan, in 1946, examining 1155 specimens from 609 
symptomatic patients referred by private doctors 
for stool examinations, found seventeen positive 
for endamoeba histolytica, an incidence of 2.5 per 
cent. During the same year 463 persons submitted 
specimens for routine food handlers examinations, 
and no cases were found. (The specimens obtained 
from food handlers were not received in the labora- 
tory until from twelve to twenty-four hours after 
collection. ) 


Plan of Study 


Due to the frequent findings of Endamoeba 
histolytica in the stools of veterans complaining 
of gastrointestinal symptoms by the Gastrointes- 
tinal Department of the Veterans Administration 
Regional Office, Detroit, a strict investigation was 
instituted on all patients referred to the depart- 
ment. In addition, all ex-prisoners of war and a 
large number of veterans complaining of recur- 
rent attacks of malaria were included in the study. 
This latter group had been given adequate medical 
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care and were continuing to have frequent re- 
currences of symptoms attributed to malaria two 
to three years after their departure from the en- 
demic malarial areas. 


Laboratory Technique 


The following method was found to give the 
best results in our laboratories for detection of the 
trophozoites of Endamoeba histolytica as well as 
other parasites and ova: 


The patient is given 2 ounces of a saturated 
solution of magnesium sulphate followed by two 
glasses of warm water, and he is encouraged to 
follow this with warm drinks such as coffee or 
soup until he feels he can obtain the required 
specimens. The stools are collected in 4-ounce 
waxed paper cups with lids, and the patient brings 
these specimens directly to the microscope where 
the technician is working. We examine six warm 
stools if obtainable. In the instance that the stools 
became too watery, we deviated from this regime 
and required fewer specimens, in no instance less 
than three. Direct examination is made imme- 
diately of flecks of blood or mucus on the stools 
using no diluent and normal saline only on the 
solid stools. This is followed by examination with 
D’Antoni’s iodine or 1:1000 neutral red in saline 
to outline nuclear structure of the cysts. The 
neutral red is a vital stain while the iodine solu- 
tion is not. Another vital stain, Quenzel’s stain*® 
is excellent. It produces the iron-hematoxylin ef- 
fect without killing the trophozoites. 

The first soft solid specimen is cultured for 
amebas and also concentrated by the zinc sulphate 
flotation method for parasites, ova and cysts. We 
use the Cleveland-Collier technique for culture 
and find it quite satisfactory. The base is a liver 
infusion eagar brought out by Difco under the 
name of Endamoeba. This is prepared in slants 
and refrigerated until used. Immediately prior to 
use, the slants are covered with a 1:6 serum saline 
to which a pinch of rice powder is added. Horse 
serum or inactivated blood serum is used. Troph- 
ozoites of most protozoa developed readily in this 
medium, while E. coli and Giardia grew very 
poorly, if at all. 

We have found it best to take two cultures on 
each case-——-one to be examined in twenty-four 
hours, and the other in forty-eight hours. A par- 
ticle of feces about the size of a marble is emul- 
sified in the floating serum saline and incubated 
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at 37° Centigrade. After the incubation, the bot- 
tom of the slant is scraped lightly with a 1 c.c. 
pipette, and this material is scooped up and 
mounted on a warm slide. The slides are examined 
carefully under low power for the refractile troph- 
ozoites and, when suspected, further examined 
under high power. The amebas move rapidly and, 
since only an occasional one may be present, a 
thorough search is necessary. For the zinc sul- 
phate flotation, a small particle is emulsified in 
zinc sulphate (witha specific gravity of 1.080) 
solution, and centrifuged rapidly for one minute. 
Contrary to common practice, we do not wash the 
feces, but add zinc sulphate to the very top of the 
tube and cover with a cover slip that contacts the 
liquid without overflowing. In one hour the cover 
slips are removed and mounted on a slide for in- 
vestigation to determine the presence of cysts, ova 
and parasites. A concentration is also done using 
saturated solution of sodium chloride. As a rule 
two concentrations are done on each series. 


Criteria of Diagnosis 


We decided at the beginning of this study to 
establish definite rigid criteria to support the lab- 
oratory diagnosis of Endamoeba histolytica. This 
entailed visualization of actively motile tropho- 
zoites with progressive directional ameboid move- 
ment having well-formed finger-like pseudopodia, 
and containing red blood cells preferably. Con- 
currence by a member of the laboratory staff and 
one member of the Gastrointestinal Department 
on any stool specimen was mandatory during the 
initial six months of the survey. After this period 
the efficiency of the laboratory staff was con- 
sidered adequate to accept the findings of any two 
technicians as diagnostic. In the early phase of 
this survey, the presence of large and small races 
of Endamoeba histolytica was noted and the sim- 
ilarity of this small race to E. nana may cause 
difficulty to the uninitiated laboratory technician. 
Diagnosis was not made on cyst study due to the 
lengthy procedure necessary for the staining of 
each specimen. The tremendous volume of lab- 
oratory work presented to our limited laboratory 
staff precluded the possibility of routine study with 
iron-hematoxylin. All cases in which cysts were 
found were considered suspicious and subsequently 
studied by culture and repeated examination. Dr. 
G. R. Callender, chief of the Laboratory Division 
of the Veterans Administration, Washington, D. 
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C., reviewed and approved these diagnostic cri- 
teria. 
Findings 
A routine careful history and a complete phy- 
sical examination with particular reference to 


in Table I. The over-all incidence of Endamoebs 
histolytica infestation was 28.3 per cent (309 
cases). It is reasonable to assume that the actua! 
number of veterans infected is higher than the 
figure of 28.3 per cent. Further investigation em- 














TABLE I. 
Theater No. of E. hist. | Hookworm| Trichuria Ascaris | Strongy- Others 
Cases | loides 
Ex-German 83 1 1 Salmonella 
P. O. W. | 227 (36 %) (0.4%) (0.4%) | (Derby) 1 
Ex-Japanese 1 6 1 
re. 37 (29.7%) | (16.6%) (2.7%) 
Asiatic- 122 48 8 2 2 
Pacific 446 (27.3%) | (10.8%) (1.7%) (0.4%) (0.4%) 
Cc. m. i. 17 4 1 
(23.5%) (5.9%) 
5. & 53 15 1 1 1 
(28.3%) (0.5%) (0.5%) (0.5%) 
E. T. O.- 174 50 2 1 1 1 
M. E. (28.6%) (1.2%) (0.6%) (0.6%) (0.6%) 
U.S. A. 54 9 Shigellal 
Only (16.6%) Taenia 
Sag 1 
Caribbean 4 1 
(25%) 
Greenland 2 1 Hymenol- 
(50%) epsis 
Nana 1 
Asiatic-Pacific 9 2 
CBI (22.2%) 
ETO-ME 2 1 ‘ 
Pacific 14 (14.3%) (7.1%) (14.3%) 
ETO-ETO-ME 5 0 0 0 0 0 
Theater 9 1 
Unknown 49 (18.4%) (0.5%) 
Totals 1091 309 61 11 3 7 4 
Per Cent (28.3%) (5.6%) (1%) (0.3%) (0.7%) (0.4%) 


























hepatomegaly, tenderness under the liver, tender- 
ness in the lower abdomen, rectal examination and 
proctoscopic examinations were done in every Case. 
These cases were grouped in the following cate- 
gories: 


1. Ex-prisoners of war of the Germans. 

2. Ex-prisoners of war of the Japanese. 

3. Asiatic-Pacific Theater, including Japan, Hawaii 
and the Philippine Islands, and all islands in the 
central and southwest Pacific. 

4. China-Burma-India Theater. 


5. European Theater of Operations, not including 
Italy. 
6. European Theater of Operations, Mediterranean 


and the Middle East, including North Africa, Italy, 
Sicily and the Persian Gulf Area. 

Caribbean, including Panama. 

Greenland and Iceland. 

United States only. 

Theater unknown. 


Seem 


Table I lists a summary of our findings for these 
theaters. Nonpathogenic organisms such as E. coli, 
E. nana, I. butschlii, D. fragilis, Giardia lamblia, 
et cetera, are not tabulated. 

This series includes a grand total of 1091 vet- 
erans examined from various theaters, as indicated 
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ploying serial stool examinations with culture and 
fixed stain technique would undoubtedly uncover 
additional cases. In addition, a number of the 
negative group had been previously diagnosed and 
successfully treated as will be indicated in the 
breakdown of the individual theaters. Due to the 
limitations of the Outpatient Clinic, many of the 
veterans coming from several hundred miles dis- 
tant, it was not feasible to hold many suspicious 
cases for repeated examinations. 

We separated the prisoner of war group into 
those under the Japanese and German internment, 
and were surprised to note the high incidence of 
infection in the ex-prisoners of war of the Ger- 
mans, who were held mainly within the borders 
of Germany, Poland and Austria. A large ma- 
jority of these never had been previously diagnosed 
or treated, 20.5 per cent were asymptomatic, and 
many of the others had been previously diagnosed, 
in order of frequency, as follows: (1) psychoneu- 
rosis (many types with anxiety and gastrointestinal 
complaints), (2) residuals of malnutrition, (3) 
hepatitis, (4) chronic ulcerative colitis, (5) gas- 
tritis. Many had received treatment for these 
various complaints, which may very well have 
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TABLE II. EX-PRISONERS OF WAR OF GERMANS 











227 CASES 
7 Number Per Cent 
eae eS SiR AS ae 83 36.6% 
eS SARs Ee ee ae ae 1 0.4% 
MI eck sca c sacnaicdcdeces coer cose eto eeelaeeatiweene 1 0.4% 
UNION: “RUINED <csccccascanscysiscocsrscsvecessecscsconstonse 1 0.4% 





been present in addition to amebiasis. We at- 
tempted to correlate these symptoms and findings 
in those diagnosed by us as amebiasis. An en- 
larged tender liver was encountered frequently. 
Transient mild episodes of diarrhea with inter- 
vals of constipation and a profusion of vague and 
mild abdominal pains, nausea, bloating, feeling of 
fullness after meals, and mild cramps were very 
frequent complaints. Very few of these patients 
were seriously ill. Most of the veterans were 
moderately underweight, had low exercise toler- 
ances and a general feeling of lassitude. Only a 
few stated that they were in good health. Some 
of the symptoms may have been factors of emo- 
tional instability but subsequent successful anti- 
amebic therapy resulted in a complete freedom 
from symptoms in a considerable number of these 
cases. 


As can be seen in Table II, 36.6 per cent of all 
German prisoners of war were found to be in- 
fected with Endamoeba histolytica. The prison- 
ers of war in Germany lived under very poor sani- 
tary conditions. All of these prisoners gave typical 
histories during the periods of internment, which 
varied from seven days to seventeen months. They 
were placed on a starvation diet consisting of about 
a quarter of a pound of bread, two bowls of soup 
generally made of leafy vegetable, and one or two 
small potatoes as their daily meal. About once 
or twice weekly a small portion of meat or fish 
was included in the meal. The only variation in 
this menu was whatever food they could barter, 
steal or dig up in the fields. Diarrhea, starting 
early during the period of captivity and usually 
containing blood at one time or another, continued 
with various degrees of severity throughout the 
entire period. Many complained of night blind- 
ness, but none had clinical symptoms of beriberi 
or scurvy. Jaundice occured in a small percentage, 
the cause of which was undetermined. After liber- 
ation, a small number were hospitalized, but most 
of them were sent to embarkation camps in France 
and placed on a diet commensurate with their di- 
gestive abilities and their appetities. The ma- 
jority of these men complained of flatulence, ab- 
dominal pains and inability to eat rich or greasy 
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TABLE III, EX-PRISONERS OF WAR OF GERMANS 








83 CASES 

a Frequency of Presenting 

Signs and Symptoms 

Signs and Symptoms Number Per Cent 
PI oad esc rccacrerccnslachievacueh weeneaenmteit 38 45.8% 
aan gl rea eee BRE eee = sae 

YVSPEPtiC SYMPOM  ................cccccccccsescrrcccsoreccoece . 

ASYIAPLOMIABEIC nn .snsccesssnssnssevvensssnsonessnsoncssseonessnocs 17 30.5% 
INI, asiscscvessecenastapescsvesacrtesententenscinincaceaes 13 15.7% 
Enlarged Liver ...................... awe “HE 14.4% 
Nausea and/or vomiting a | 13.3% 
Malnutrition _...............0. 7 8.4% 
Anorexia 4 4.8% 








foods. These symptoms were precipitated by quick 
resumption of a full diet and gradually disap- 
peared. The weight loss varied between 25 and 
100 pounds, and most of them regained their 
normal weight within three months after libera- 
tion. In those veterans in whom we diagnosed 
Endamoeba histolytica infestation, none had been 
previously diagnosed prior to their contact with 
the Veterans Administration Regional Office, De- 
troit. The clinical picture seen at the time of 
examination was one of abdominal complaints ac- 
companied by diarrhea with intervals of constipa- 
tion, inability to gain weight, loss of appetite and 
general feeling of lack of strength. Seventeen per- 
sons (20.5 per cent) did not exhibit any symptoms 
at the time of examination and may be classified 
as asymptomatic cases (Table III). 

This presents a public health problem and in- 
vites the necessity for a more complete survey of 
all ex-prisoners of war of Germany throughout the 
country. Since the European Theater of Opera- 
tions has never been considered an area of high 
epidemicity, the possibility of amebiasis has been 
given less serious consideration than the situation 
warrants. 


TABLE IV. EX-PRISONERS OF WAR OF JAPANESE 


36 CASES 





Number Per Cent 














E. Histolytica .... 11 29.7% 
Hookworm 6 16.6% 
Trichuria 1 2.7% 





A total of thirty-six ex-prisoners of war of the 
Japanese were examined, and eleven (29.7 per 
cent) were found to harbor Endamoeba histolytica 
(Table IV). Six cases of hookworm and one case 
of trichuriasis were found. The ex-prisoners of 
war of the Japanese were interned for much long- 
er periods than the German group and lived under 
much worse sanitary conditions in areas considered 
hyperendemic. These camps were located in Ja- 
pan, China, Korea and the Philippine Islands. All 
of these veterans presented similar complaints. 
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TABLE V. ASIATIC—PACIFIC THEATER—446 CASES 


etes necmnae ~ Number Per Cent 












7, ij "“\SpeaE Eisen ISrEE 122 27.3% 
a ERIE SSR SEA ES CR 48 10.8% 
Trichuria 8 1.7% 
a ; : 2 0.4% 
PITTI - - sncconcsstscvnscancamumiiaianssertomseinessostennsiatarie’ 2 0.4% 
Total of All Parasitic Infections .................... 182 40.6% 








Malnutrition, severe vitamin dificiency syndromes, 
severe bloody diarrhea, chronic severe malaria, and 
various types of skin infections were. universally 
present during the period of captivity. Many also 
give histories of jaundice. Very inadequate medi- 
cal attention was available to them. The diet con- 
sisted of polished rice, fish heads and rare scraps 
of meat and fish. It was grossly deficient in cal- 
ories, minerals and vitamins. The average weight 
loss was estimated and varied between 50 and 
100 pounds. The general complaints at the time 
of our examinations were similar to those of the 
ex-prisoners of war of the German group. Two 
cases had been previously diagnosed as amebiasis 
but were negative at the time of our examination. 
It was most surprising to find a lower percentage 
of amebiasis in this group than in the ex-prisoners 
of war of the German group. The most probable 
explanation is that the number of examinations in 
this group was small and, therefore, the figure of 
29.7 per cent may not represent the true inci- 
dence. 

The entire Pacific Theater has been notorious 
for its high endemic rates of infection with intes- 
tinal and other parasites. A large number of 
tropical diseases are always present in the native 
populations. Infections with Endamoeba histoly- 
tica and hookworm are especially common. In- 
cluded in this geographical area are the southern 
and southwestern Pacific Islands, the Hawaiian 
Islands, Philippines, Japan and Korea. Four hun- 
dred and forty-six veterans who saw service in 
this area were examined; 122 (27.3 per cent) were 
found to harbor Endamoeba histolytica. Seven- 
teen of them had other pathogenic organisms in 
the following combinations: 


Endamoeba histolytica and Hookworm—16 cases. 

Endamoeba histolytica and Trichuriasis—2 cases. 

Endamoeba histolytica and Strongyloides—2 cases. 

Endamoeba histolytica, Hookworm and Srongyloides— 
2 cases. 


Hookworm infestation was found in forty-eight 
cases (10.3 per cent), nineteen of these infestations 
being in common with other parasites. In addi- 
tion, thirty-three veterans gave previous histories 
indicating a positive diagnosis for Endamoeba his- 


178 


tolytica during service, and eleven a positive diag- 
nosis for hookworm. All were negative at the 
time of our examination. 

As can be seen in Table V, 40.6 per cent (182 
cases) had positive findings at the time of our 
examination. Adding the 10 per cent with pre- 
vious diagnosis, it is evident that one of every two 
veterans serving in the Pacific Theater was or is 
infected by a pathogenic intestinal parasite. The 
absolute necessity of careful stool examination of 
all veterans who have served in this area is self- 
evident. 


TABLE VI. ASIATIC—PACIFIC THEATER—122 CASES 
FREQUENCY OF PRESENTING SIGNS AND SYMPTOMS 
ae Number Per Cent 














Diarrhea 53 43.4% 
Constipation _ ...........cc0v ‘ 12 9.8% 
Abdominal Pains ..... 34 27.8% 
Dyspeptic Symptoms 9 74% 
Nausea and/or Vomiting ..............cscecssscseeeseees 6 4.9% 
Rae 19 15.5% 





The incidence of signs and symptoms noted in 
Table VI is self-explanatory. It is essentially the 
same as in the preceding charts of the same type. 
In the group of cases that had negative stool find- 
ings, thirty were found to have enlarged livers. 
The cause of the hepatomegaly was undetermined. 
Further intensive investigation in this negative 
group is indicated. 


TABLE VII. (ETO) EUROPEAN THEATER OF 
OPERATIONS—933 CASES 





Number Per Cent 

















a ees 15 28.3% 
Hookworm ............ eee! 1 0.5% 
Trichuria on 1 05% 
Strongyloides _.............. ao 1 0.5% 





The veterans listed in Table VII served within 
the continental limits of Europe and of the Brit- 
ish Isles. With the exception of periods of combat, 
sanitary conditions were adequate. The group is 
small, but the figure of 28.3 per cent for En- 
damoeba histolytica infection is interesting. 


TABLE VIII. (ETO) EUROPEAN THEATER OF 
OPERATIONS AND (ME) MIDDLE EAST 

















174 CASES 
ik ee, a Number Per Cent 
i MII, x1. cake atadatainauserecnty ta ceuiwmeomecinedees 50 28.6% 
RT LEAT TEAR RE IES 2 1.2% 
I aides a acted cacti cctacsde et sesbrd accent 1 6% 
Rd aE as aha tract bob ac tacesieceadacautiniasson 1 0.6% 
SS eee eee ‘“ 1 0.6% 
NE ree 1 0.6% 





The veterans listed in Table VIII were mainly 
the group which invaded Africa, Sicily, Italy, and 
then the Continent of Europe. Three cases had 
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previously been diagnosed as amebiasis but were 
negative in our laboratory. The figure 28.6 per 
cent is practically identical with that for the pre- 
ceding European Theater of Operations Group. 


TABLE IX. CONTINENTAL UNITED STATES ONLY 
54 CASES 





Number Per Cent 
I = 9 16.6% 











The veterans indicated in Table IX practically 
all served in southern Army camps at one time 
or another. The usual complaints were those of 
chronic recurrent diarrhea with intervening periods 
of constipation. All were symptomatic at the time 
of examination. The figure of 16.6 per cent falls 
within the range of infection with Endamoeba 
histolytica which has been given by many ob- 
servers for the United States. 


TABLE X. MALARIA SURVEY—108 CASES 


Number Per Cent 
er IEEE acctrecntc cca tactmnaccrestae aes 50 46.3% 











One of us (A.A.T.) considered the possibility of 
amebiasis as a factor in those veterans complaining 
of recurrent malarial attacks. These patients 
(Table X) had contracted malaria in epidemic 
areas of the Asiatic and Pacific Theater, and the 
Mediterranean area, and were continuing to have 
frequent attacks two and three years after return- 
ing home. The average patient in this group re- 
ported from ten to forty clinical attacks of malaria, 
and had experienced two to ten attacks during the 
year previous to this investigation. The number 
of cases studied was 108. Of these, 46.3 per cent 
were found to be infected with Endamoeba his- 
tolytica. These observations indicate the probable 
importance of a complicating amebiasis, in cases 
of recurrent malaria. After treatment for ame- 
biasis, the interval between attacks of malaria in- 
creased remarkably and in the vast majority at- 
tacks did not recur. In the infected group, two 
had enlarged spleens. In the negative stool group, 
ten had enlarged livers and six had enlarged 
spleens. Further investigation is indicated in this 


group. 
Comment 


X-ray studies were done almost routinely but 
rarely contributed any valuable information toward 
the diagnosis of amebiasis. Liver function tests 
seldom were of any help in the cases with hepa- 
tomegaly. Sigmoidoscopic examinations were done 
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very frequently but were practically of no value 
in making the diagnosis. In this respect, nearly 
all of our cases were chronic and showed little 
abnormality in rectal mucosa. In only one case 
was the parasite demonstrated by sigmoidoscopic 
aspirations where the stool examination was nega- 


tive. A properly done stool examination is the best 
method of making the diagnosis in our experience. 


Our technique of stool examination was detailed 
under the laboratory technique. A few remarks at 
this point concerning the efficiency of stool exami- 
nations are in order. Andrews’ stated in 1934 that 
stool examination after a saline purge is approxi- 
mately 75 per cent efficient in the detection of 
Endamoeba histolytica. He feels that the use of 
six successive solid stool examinations is effective 
in the discovery of about 65 per cent of those ac- 
tively infected. Sawitz and Faust” feel that it is 
necessary to examine at least five singly passed 
stools with iodine or hematoxylin stain, plus zinc 
sulphate flotation in order to provide a diagnostic 
efficiency of from 70 to 90 per cent. Sodeman,”* 
from New Orleans, recently stated that, in his 
opinion, a purged specimen plus examination of 
material from the enema in preparation for proc- 
toscopy, combined with aspirated material through 
the proctoscope is probably efficient in 80 to 90 
per cent of cases. Almy? states that 30 to 50 per 
cent diagnostic efficiency with one method on one 
stool examination may be expected. Six successive 
examinations using all methods of diagnosis, in his 
opinion, should give 80 to 90 per cent diagnostic 
efficiency. Portis?’ feels that proctoscopic diag- 
nosis is useless as a practical measure and that 
properly done repeated stool examinations will 
almost always produce .the parasite. Tsuchyia*® 
states that he finds a diagnosis efficiency of about 
72 per cent for direct examination, 77 per cent for 
cysts, and 84 per cent for cultures on single exami- 
nations. Taubenhus®®? recommends routine proc- 
toscopic aspiration for diagnosis. In our experience 
this is not necessary or practical. Craig® discusses 
culture diagnosis in his monograph. He states that 
the method of culture is not as important as the 
familiarity of the worker with any specific culture 
method. We have found our culture identification 
of Endamoeba histolytica parallels almost direct- 
ly the positive direct examination results and is 
slightly more efficient. A single series of 200 cases 
were checked in the earlier portion of this study 
and thirty-nine Endamoeba histolyticas were found 
on direct examination. The culture method con- 
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firmed these, plus two additional cases which had 
been missed by the direct, making a total of forty- 
one cases against thirty-nine by direct in the 
check series. The method is simple and we feel 
that it should be used in every laboratory studying 
the incidence of Endamoeba histolytica. It should 
not replace the direct examination but should be 
used as a confirmatory diagnostic method. 

The screening tests used for liver functions were: 


1. Cephalin-cholesterol flocculation test (Hang- 
er). 

2. Icterus index. 

3. Intravenous bromsulfalein retention test (5 
milligram per kilo intravenously with a single de- 
termination at the end of forty-five minutes). Any 
retention of more than 10 per cent was considered 
pathological. 

4. Urine urobilinogen determination quantita- 
tive. 


If icterus was elevated a quantitative serum 
bilirubin determination was done. The liver func- 
tion screen tests indicated liver damage in only 
two cases. This would indicate that the liver is 
not too seriously damaged, excluding the develop- 
ment of abscess. 


Many of the cases had previously had stool 
examinations in the Army and other medical in- 
stitutions that were reported as negative. On close 
questioning, it was obvious that the vast majority 
of these examinations had been done on old un- 
purged stools and, therefore, the possibility of find- 
ing the trophozoite of Endamoeba histolytica was 
almost nil. Single stool specimens without concen- 
tration and/or culture techniques have been proved 
to be a poor method of diagnosis. In our experi- 
ence, most of the positive findings were noted be- 
tween the second and the fourth stool specimens 
submitted. The first soft mushy stool was the best 
for diagnosis. The selection of a fleck of bloody 
mucus offered the best diagnostic possibility. The 
skill and experience of the technicians was para- 
mount in this respect. 

Unfortunately, amebiasis is not considered suf- 
ficiently as a cause of gastrointestinal disease in 
areas of low epidemicity. The figures given as rep- 
resentative of infestation in the continental United 
States include averages of high incidence in the 
southern states where amebiasis is a frequent con- 
dition. Consequently, the practitioners in these 
areas have developed a suspicious attitude toward 
the presence of amebiasis in patients presenting 
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obscure gastrointestinal complaints. However, in 
the midwestern states, consciousness. of the pres- 
ence of this parasite is at a much lower ebb. 


Treatment 


All of the veterans with amebiasis were given a 
standard course of therapy as follows: 


1. Diodoquin (Searle), 0.63 of a gram three 
times a day for twenty days. 

2. Carbarsone (Lilly), 0.25 of a gram twice 
daily for the following ten days. 


The veterans were then instructed to return for 
check stool examinations every two months for six 
examinations. 

The effectiveness of therapy is controversial. 
Lamb and Royston" reported a 91 per cent re- 
currence rate after nine weeks following a course 
of therapy. Almy? reports a cure in 85 per cent 
after one course of therapy. D’Antoni® reports 
eighty-one of eighty-four cases cured with Diodo- 
quin. 

At the present writing we have found twelve 
patients still infected with Endamoeba histolytica 
after one course of therapy. Reports will be made 
in the near future as to the efficiency of our out- 
lined plan of therapy. We have not used any 
emetine on these ambulant patients and feel that 
emetine is contraindicated unless the patient is 
confined to bed under strict medical supervision. 
Those cases presenting acute symptoms and those 
cases failing to respond to therapy have been hos- 
pitalized and emetine treated. Albright and Gor- 
don’ feel that emetine is indicated in the treatment 
of all cases. However, for practical reasons we 
have been confined to the use of oral therapy only. 
It would be obviously impractical to hospitalize 
the entire 714 cases of Endamoeba histolytica that 
we have diagnosed in the last twenty-four months. 
- It is not usually appreciated that amebiasis is 
also an occupational disease. Since starting this 
investigation, three of our own laboratory techni- 
cians have developed symptoms and were found 
to be infected with Endamoeba histolytica. The 
importance of finger-to-mouth contamination is 
further emphasized by numerous instances which 
have come to our attention recently where the 
families of involved veterans have become infected 
with Endamoeba histolytica. In one instance, the 
Detroit Health Department found that the wife 
and four children had stools positive for Enda- 
moeba histolytica. 
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Summary 


This series was compiled between June 1, 1947, 
and July 1, 1948. 

1. Of 1,091 veterans from the State of Michi- 
gan examined, 309 (28.3 per cent) were found in- 
fected with Endamoeba histolytica. 

2. The incidence of Endamoeba histolytica in 
ex-prisoners of war is high. 

3. There is no significant variation in the infec- 
tion rate with Endamoeba histolytica between the 
Theaters of War. 

4. Chronic amebiasis should be considered in 
cases diagnosed as chronic recurrent malaria. 

5. More adequate training of laboratory tech- 
nicians is advised in the technique of stool exami- 
nation. 

6. The frequency of amebiasis in overseas re- 
turnees as a group presents a serious public health 
problem 

7. Medical centers serving veterans should es- 
tablish proper diagnostic facilities for stool exami- 
nations. 


Addenda 


From July 1, 1948, to January 1, 1949, an addi- 
tional 950 veterans were seen and 203 new cases 
of amebiasis found. The percentage of infection 
in this group was 21.4 per cent. The total number 
in the period from June 1, 1947, to January 1, 
1949, is 512 cases with Endamoeba histolytica in- 
fection. 

From January 1, 1949, to June 1, 1949, 1,110 
more veterans were examined and 202 new cases 
of amebiasis found. The percentage of infection 
was 26.8 per cent. The total number of cases to 
date is now 714 cases. 
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TEN TOP SCIENCE ADVANCES 


The ten most important science advances made during 
1949, as picked by Watson Davis, director of Science 
Service, are: 


1. Atomic explosion in Russia. 

2. Hormones, cortisone and ACTH brought dramatic 
relief to sufferers from arthritis and promise to be useful 
in muscle weakness, kinds of cancer, aging disabilities 
and even mental] illnesses. 

3. Use of anti-allergy drugs to relieve the symptoms of 
colds. 

4. Demonstration that dramamine relieves air and sea 
sickness and other nausea. 

5. Non-stop round-the-world flight of Army bomber 
in ninety-four hours. 

6. Development of guided missiles, although details 
‘are still secret. 

7. Commercial synthesis of chloromycetin, antibiotic 
for disease-fighting, first chemical manufacture of such 
material. 

8. Discovery of Stone Age man in Alaska, giving man 
a greater antiquity in America. 

9. Development of fluorocarbons as a new and 
promising class of chemicals, useful particularly as 
lubricants. 

10. Discovery that lenses transmitting infra-red (heat) 
can be made from germanium metal opaque to ordinary 
light. ; 

—Science News Letter, December 24, 1949 
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Psittacosis Treated with 
Penicillin and Chloromycetin 


By I. Donald Fagin, M.D., and 
J. N. Mandiberg, M.D. 


Detroit, Michigan 


RS. N. G., a forty-nine-year-old white housewife, 

was admitted to the Mount Carmel Mercy Hospital 
on April 22, 1949, complaining of headache, fever, and 
malaise of four days’ duration. 

The past medical history included diabetes mellitus of 
moderate severity for at least two and one-half years 
with fairly good control under treatment with diet and 
insulin (30 to 40 units of a 2:1 regular and protamine 
zinc insulin mixture daily). In addition, the patient had 
suffered from frequent migraine-like headaches for over 
twenty years, the onset dating from a mild head injury 
associated with severe psychic trauma. 

The present illness began on April 16, 1949, with a 
sore throat, slight fever, and malaise. These symptoms 
subsided by the next day, and the patient remained fairly 
well until April 19, when she developed a severe con- 
stant headache at the vertex, followed by feverish sensa- 
tions, malaise, and prostration, all of which persisted to 
the time of admission to the hospital. On April 21, she 
was seen by one of us (J.N.M.), and 600,000 units of 
repository penicillin was administered intramuscularly. 
At that time, physical examination revealed no abnormal- 
ities other than an injected posterior pharynx. On the 
following day (April 22), 4-plus glycosuria and aceto- 
nuria were found. Intensive insulin administration was 
begun, another 600,000 units of repository penicillin was 
injected, and the patient was transferred to the hospital. 
There had been no cough or dyspnea or any other sys- 
temic complaints other than the headache. 

Physical examination on admission to the hospital 
revealed an acutely ill, febrile, somnolent, somewhat 
confused, middle-aged white woman complaining of 
excruciating headache, aggravated by sitting up in bed. 
The mucous membrane of the pharynx was injected. 
Slight nuchal rigidity was evident, but Kernig’s and 
Brudzinski’s signs were absent. Fine dry rales were 
audible at the right base posteriorly over an area about 
4 cm. in diameter, with questionable slight impairment 


of resonance in the same area, but with no change in: 


breath or voice sounds. A faint erythematous eruption, 
consisting of oval macules measuring about 4 mm. in 
long diameter, was present over the abdomen, chest, 
back and arms; the macules faded on pressure. Exami- 
nation was otherwise not remarkable. 

Admission laboratory studies revealed glycosuria, 
acetonuria, slight albuminuria, hyperglycemia (blood 
sugar, 268 mg. per cent), and acidosis (CO, combining- 
power, 19 vols. per cent). The red blood cell count was 
4.72 million per cu. mm., the hemoglobin content was 
15.0 gm. per 100 c.c., and the white cell count was 





From the Medical Service of the Mount Carmel Mercy Hospital 
(I.D.F.), Dr. H. L. Smith, Chief of Service. 
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5,300 per cu. mm., with 86 per cent polymorphonuclear 
leukocytes (including 32 per cent stab cells), 12 per 
cent lymphocytes, and 2 per cent monocytes. A lumbar 
puncture performed on the following day revealed no 
abnormalities in the cerebrospinal fluid. 

Initial diagnostic impressions, in addition to the 
obvious diabetic acidosis, included the possibilities of 
atypical pneumonia, meningococcemia, and endemic 
typhus. On the day following admission, in response to 
a query posed by a dermatologist (Dr. I. Botvinick) 
casually visiting the hospital with us, the patient stated 
that she had a parakeet at home. The bird had been in 
her possession for two years, and had exhibited no signs 
of illness; nevertheless, this introduced the possibility of 
psittacosis. 

The hospital course is summarized in the accompanying 
figure. On admission, 200,000 units of aqueous penicillin 
were administered. The usual treatment for diabetic 
acidosis was instituted, including insulin, intravenous 
administration of normal saline and 1/6 molar sodium 
lactate solutions, with rapid alleviation of the acidosis. 
The diabetic state of the patient did not constitute a 
major problem during the rest of her hospital stay. 


Penicillin was continued in dosages of 400,000 units 
twice daily in combinations of rapidly absorbable and 
repository forms. The blood pressure, which had been 
140/82 on admission, fell to 90/60 by the following 
morning, and then rose to normal levels (112/70) that 
evening. The temperature, which had been 103.4° F. on 
admission, dropped sharply the next day to 99.2° F., and 
then rose just as sharply to 105° F. The patient ap- 
peared critically ill, and we elected to try choloromycetin 
in addition to penicillin on the assumption that we were 
dealing with a disease due to virus (psittacosis or atypical 
pneumonia) or to rickettsia (typhus). At this time, 2.2 
million units of penicillin had been administered during 
the preceding sixty hours without any apparent im- 
provement. Accordingly, 3 gm. of chloromycetin were 
administered orally as an initial dose, followed by 0.5 
gm. every four hours. 


Within forty-eight hours following the start of chloro- 
mycetin therapy, the patient’s temperature began to fall 
and her clinical appearance improved markedly. With 
the defervescence of the fever, the patient’s clinical 
course was rapidly uphill, being complicated only by 
nausea and vomiting due to the chloromycetin, and urin- 
ary retention requiring frequent catheterization from the 
fourth to the sixth hospital days. 


The rash began to fade on the fourth hospital day 
and disappeared on the fifth. The headache began to 
subside on the fifth hospital day. The rales at the right 
lung base persisted until the eighth day and then dis- 
appeared. X-ray examinations of the chest on the 
second and fourth hospital days revealed some intensifica- 
tion of the bronchovascular markings but no areas of 
infiltration or consolidation in either lung field, and 
were considered by the roentgenologist (Dr. J. M. Grace) 
as negative for evidence of active pathology. 

The dosage of penicillin was halved on the fifth 
hospital day, and on the following day the dosage of 
chloromycetin was decreased to 2 gm. in twenty-four 
hours. Both drugs were discontinued on the seventh 
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Fig. 1. Graphic summary of hospital course. 


hospital day, after the patient had received a total of 5 
million units of penicillin and 15 gm. of chloromycetin, 
a small amount of the latter having been lost by vomiting. 
Nausea and vomiting subsided promptly with the cessa- 
tion of chloromycetin therapy. The patient was dis- 
charged from the hospital on May 3, 1949, twelve days 
after admission. 

In addition to insulin, penicillin, chloromycetin, intra- 
venous fluids, and a diabetic diet (C 150, P 100, F 70), 
the medication administered included sedatives, anal- 
gesics, and vitamin supplements. Iron in the form of 
ferrous sulfate was administered when a repeat blood 
count on April 26 revealed evidence of secondary anemia 
(hemoglobin, 10.2 gm. per 100 c.c.; red cell count, 3.62 
million per cu. mm.; white cell count, 9,350, with a 
normal differential). Mandelamine was administered to 
combat bacilluria which developed during the period 
when repeated catheterizations were necessary. 

Additional laboratory procedures included blood cul- 
tures on April 22 and 23, with penicillinase added to the 
culture media, spinal fluid culture, and urine culture, 
all of which yielded no growth. Agglutination tests 
with typhoid and paratyphoid bacilli, Brucella abortus, 
and proteus Ox19 yielded no significant titres. 

Through the courtesy of Dr. K. F. Meyer of the 
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Hooper Foundation in San Francisco, complement fixa- 
tion tests against psittacosis antigen were performed with 
the patient’s blood serum with the following results: 


May 16, 1949 


Dilution April 24, 1949 
1:16 4+ 
1:32 2+ 
1:64 1+ 
1:128 0 4+ 
1: 256 1+ 


According to Dr. Meyer, this eightfold rise in titres is 
diagnostic for an infection due to the viral agent of the 
psittacosis group, if lymphogranuloma has been ruled out. 

The patient’s parakeet was given to a local veterin- 
arian, and it died within a few days after her discharge 
from the hospital. The body was disposed of before 
local health authorities were able to obtain it. 


Summary 
The record of a patient with psittacosis compli- 
cated by diabetic acidosis and treated with peni- 
cillin and chloromycetin with happy results is re- 
ported. There was no roentgenologic evidence of 
pneumonia, but clinical signs of pneumonitis were 
(Continued on Page 213) 
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SCHIZOPHRENIA—FORRER 


Atropine Toxicity in the 


Treatment of Schizophrenia 


By Gordon R. Forrer, M.D. 
Ypsilanti, Michigan 


a SCHIZOPHRENIC patients were 
administered 20 to 60 milligrams of atropine 
sulfate by intermuscular injections, three times a 
week for four to ten weeks. All were chronic cases, 
most having been institutionalized for a period of 
years and presenting problems of custodial care. 
The pharmacological effects of atropine sulfate 
are due to its blocking of cholinergic impulses. 
Overactivity of the sympathoadrenal system is 
simulated because normal adrenergic impulses 
dominate following the block of cholinergic nerves. 
The essential factor is a block of acetylcholine 
utilization. Peripherally, there is mydriasis and 
cycloplegia, inhibition of respiratory secretions, 
relaxation of the peribronchiolar musculature, 
cardiac acceleration, decrease in tone and _ peri- 
Stalsis, increase of sphincter tone in the gastro- 
intestinal tract, and inhibition of sweating. 

In toxic doses atropine sulfate is delirifacient. 
The mechanism is not known, but observations 
suggest that the interference of utilization of 
acetylcholine in the central nervous system may be 
involved. The evidence for the role of a chemical 
mediator in central transmission is yet meager. 
Mann, Tennenbaum and Quastel* have shown 
that nervous tissue alone is capable of synthesizing 
acetylcholine in vitro. Chute, Feldberg and Smyth’ 
observed that acetylcholine, in significant amounts, 
was released into the perfusion fluid flowing 
through the isolated cat’s brain. 

The effectiveness of insulin in the treatment of 
schizophrenia has been thought due, in part, to 
autonomic changes. Gellhorn? believes that the 
hypoglycemia of insulin leads to a general de- 
crease in cortical activity and causes an increased 
excitability of sympathetic centers and a sympa- 
thetico-adrenal discharge. 

Parker’ believes that the essential nature of the 
insulin effect is an oscillation between predomi- 
nance of the sympathetic and parasympathetic 
tone. He thinks there is first a parasympathetic 
then a sympathetic, and finally a para- 
sympathetic one until the end of coma. He feels 
that all the diversity of opinion on the actual 


From the Ypsilanti State Hospital, Ypsilanti, Michigan. 
Received for publication August 3, 1949. 
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effect of insulin on the autonomic nervous system 
is actually due to this oscillation. He states that 
either the autonomic functions are essentially un- 
related to the cure or that one side of the auto- 
nomic nervous system may be depressed in schizo- 
phrenia and is restored by stimulation of insulin 
on both sides. Muller® believes insulin produces 
vagotonic blocking of nerve pathways phylogenet- 
ically older which had been given up normally but 
were activated again in the disease process. He 
feels that insulin blocks these paths, and thus 
nerve cells get a chance to get started again. 
Meduna’ feels that in insulin therapy at least part 
of the benefit is accounted for by a shift in equilib- 
rium from the vago-insulin to the sympathetico- 
adrenal system. 


Hoskins* feels that schizophrenic patients show a 
sluggishness in sympathetic responsivity. 


It will be observed that atropine, because of its 
blocking effect on acetylcholine, produces auto- 
nomic changes similar to those found during in- 
sulin therapy. 


Statistical analysis is not possible in this small 
group of patients. No special preparation of pa- 
tients was carried out. With one exception, no 
psychotherapy was attempted. A solution of atro- 
pine sulfate containing four milligrams per c.c. was 
prepared. Thirty-two milligrams was found as 
effective as much larger doses. Urinalysis, blood 
sugar, nonprotein nitrogen, white blood cell count, 
and cephalin-cholesterol flocculation tests were ob- 
tained weekly. No significant alterations were 
noted except the cephalin-cholesterol flocculation 
test which showed 3-plus to 4-plus occasionally. 
Electrocardiograms obtained on seven patients, at 
the height of toxicity, indicated no significant 
abnormalities. Hyperthermia was _ encountered 
twice and responded to alcohol sponges. Extreme 
excitement occurred once and required sodium 
amytal for sedation. Oral hygiene was cared for 
with mouth washes and glycerin. Occasional mild 
conjunctivitis responded to boric acid eye wash. 
Blood pressure, pulse, and respirations were re- 
corded every hour. A rise in blood pressure and 
pulse was consistently found during the first two 
hours and gradually returned to normal in the 
succeeding six hours. 

In general, there is a period of mild excitement 
beginning one half to three quarters of an hour 
following administration of the drug. Dilatation of 
the pupils, flushing, and dry mouth are noted ap- 
proximately thirty minutes following administra- 
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tion. Occasionally a paradoxical reaction is noted, 
the patient becoming pale rather than flushed. 
This is followed by a period of confusion, restless- 
ness, and attempts to get out of bed which lasts 
for about an hour. There follows a period of 
semi-coma with occasional outbursts of restlessness, 
lasting for a variable period, but usually for four to 
six hours. Confusion, ataxia, and urinary fre- 
quency are prominent. The recovery period begins 
about six hours following administration of the 
drug. It is characterized by confusion and rest- 
lessness. 

No special nursing care was used. Patients were 
not fed the noon meal on treatment days. Slight 
weight loss was noted in most patients. Extra 
nourishment was given on non-treatment days. 

The following cases show the results achieved to 
date: 


Case 1.—P. L., aged thirty-nine. Continuously hos- 
pitalized for sixteen years. Schizophrenia, hebephrenic 
type. Inaccessible, manneristic, resistive, incontinent, de- 
stroying clothing. Received thirty treatments varying be- 
tween 20 and 60 mg. of atropine sulfate. Results: Tidy, 
more c0-operative and active, now dressed and not de- 
stroying clothing. Experienced one lucid period of three 
hours duration after twenty-seventh treatment. 


Case 2.—-J. K., aged twenty-eight. Continuously hos- 
pitalized for six years. Schizophrenia, catatonic type. 
Had previous shock therapy with short remissions. In- 
accessible, cerea flexibilitas, untidy, ate poorly. Received 
thirty treatments varying between 20 and 40 mg. atropine 
sulfate. Results: More active, co-operative, eats well, tidy, 
hallucinated, occasionally accessible. 


Case 3.—S. C., aged thirty-three. Continuously hos- 
pitalized for ten years. Schizophrenia, catatonic type. No 
previous shock therapy. Withdrawn, inaccessible, resist- 
tive, indifferent. Received thirty treatments. Dose varied 
between 20 and 60 mg. of atropine sulfate. Result: 
More active and less resistive, but remains inaccessible. 
Blocking predominant. 


Case 4.—R. W., aged thirty-one. Continuously hos- 
pitalized for fourteen years. Schizophrenia, hebephrenic 
type, mentally deficient. Manneristic, untidy, irritable, 
inaccessible. Received thirty treatments. Dose varied 
between 20 and 48 mg. of atropine sulfate. Result: No 
demonstrable change. 


Case 5.—C. P. Continuously hospitalized for six 
months. Schizophrenia, paranoid type. Autistic, delu- 
sional, hallucinated. Received electro-shock therapy 
without change. Received thirty treatments of atropine 
sulfate. Dose varied between 20 and 36 mg. Results: 
No longer delusional. Affect good. Has returned to pre- 
psychotic level of adjustment. 


Case 6.—H. R., aged forty-two. Continuously hos- 
pitalized fer twenty-two years. Schizophrenia, catatonic 
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type. Inaccessible, manneristic, resistive, incontinent, 
destructive of clothing. No previous shock therapy. Re- 
ceived thirty treatments. Dose varied between 20 and 
60 mg. of atropine sulfate. Results: Continues man- 
neristic; no longer incontinent or destructive; co-operative 
and more active. 


Case 7—D. H., aged forty-three. Continuously hos- 
pitalized for ten years. Schizophrenia, hebephrenic type. 
Destructive of clothing, inaccessible, manneristic, unco- 
operative. Previous electro-shock therapy without re- 
sults. Received thirty treatments of atropine sulfate. 
Dose varied between 20 and 60 mg. Results: Tidy, 
co-operative, active, carries out assignments in kitchen. 


Case 8.—J. P., aged twenty-three. Overtly psychotic 
for one year. Schizophrenia, paranoid type. Delusional, 
paranoid, hallucinated. No previous electro-shock therapy. 
Received twenty treatments. Dose varied between 20 
and 24 mg. Considerable psychotherapy. Results: Pro- 
gressive improvement with transference to physician and 
beginning insight into psychosexual conflict. 


Case 9.—R. F., aged twenty-three. Hospitalized for 
five years. Schizophrenia, hebephrenic type. Ate poorly, 
inaccessible, denudative, grimacing. Received metrazol 
and electro-shock therapy resulting in patient becoming 
worse. Received twelve treatments. Dose varied between 
20 and 40 mg. of atropine sulfate. Results: Eats well, 
co-operative, remains inaccessible, no longer denudative. 


Case 10.—W. H., aged twenty-five. Continuously hos- 
pitalized for two years. Schizophrenia, hebephrenic type. 
Circumstantial, hallucinated, delusional, co-operative. No 
previous electro-shock therapy. Received twelve treat- 
ments. Dose varied between 20 and 40 mg. of atropine 
sulfate. Results: Slightly better contact. 


Case 11.—B. V., aged thirty-one. Hospitalized three 
years. Schizophrenia, catatonic type. Mute, hyperactive, 
hallucinated. Received electro-shock therapy with some 
improvement. Received twelve treatments. Dose varied 
between 20 and 32 mg. of atropine sulfate. Results: 
More accessible, much less hyperactive and disturbed. 


Case 12.—E. H., aged twenty-eight. Hospitalized ten 
months. Schizophrenia, paranoid. Delusional, suspicious, 
withdrawn, and electro-shock therapy ineffective. Re- 
ceived twelve treatments. Dose varied between 20 and 
40 mg. of atropine sulfate. Results: Delusions less firmly 
fixed. Remains suspicious. No essential change. 


Case 13.—H. M., aged twenty-six. Hospitalized six- 
teen months. Schizophrenia, paranoid type. Hallucinated, 
withdrawn preoccupied. Previous electro-shock therapy 
produced slight improvement. Received twelve treat- 
ments. Dose varied between 20 and 32 mg. of atropine 
sulfate. Results: More accessible and co-operative. Hal- 
lucinations have decreased in frequency. 


Case 14.—R. S., aged nineteen. Hospitalized two 
months. Schizophrenia, paranoid type. Delusional, with- 
drawn, autistic. No previous electro-shock therapy. Re- 


(Continued on Page 193) 
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Deep — of the Neck 


By R. J. McQuiston, M.D. 
Indianapolis, Indiana 


CCASIONALLY the physician who treats 

infections of the ear, nose, throat, and mouth 
encounters a very virulent type of infection which 
spreads from its original site, rapidly descending 
into the neck, and in a short period of time seri- 
ously threatens the life of the patient. By under- 
standing the type of infection with which he is 
dealing and the location from which it originated, 
the surgeon should be able to trace its course as it 
invades the neck. This requires a thorough know]l- 
edge of the fascial planes which tend to create 
potential spaces or pathways from the ear, nose, 
throat, and mouth into the neck. 

The fascial planes of the neck consist of the 
superficial and the deep portions. The superficial 
fascia lies immediately beneath the skin, being 
made up of connective tissue with fatty deposits. 
The deep cervical fascia is a better defined struc- 
ture composed of a waxy matrix of fibrous and 
fatty fibroareolar connective tissue, forming sheets 
or bands of tissue. This tissue covers and encloses 
all the structures of the neck, holding them in their 
relative positions. It forms an investing collar 
lying beneath the skin, superficial fascia, external 
jugular veins and platysma muscles. It is at- 
tached above to the occipital bone, mastoid process 
and lower border of the mandible and below to the 
manubrium sterni, clavicle and acromion process, 
while posteriorly it is attached to the spinous 
processes of the cervical vertebra. This fascia may 
be considered as originating from the carotid 
sheath fascia which envelops the carotid arteries, 
internal jugular vein and the vagus nerve. Inter- 
nally it is in relation with the prevertebral fascia 
which covers the spinal column with its muscles, 
while externally it gives off the superficial or 
splitting layer of the deep fascia which covers the 
muscles, blood vessels, nerves, salivary glands and 
other structures. The visceral portion of the deep 
fascia has the buccopharyngeal, 
covering the constrictor muscles of the pharynx 
and buccinator muscle above and the pretracheal 
portion which envelops the trachea, esophagus and 
thyroid glands below. 


two portions, 





From the Department of Otolaryngology, 
School of Medicine. 
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The muscles of the floor of the mouth and the 
walls of the pharynx form the first barrier to pre- 
vent infections from spreading into the neck from 
the pharynx and oral cavity. The floor of the 
mouth is primarily made up of the mylohyoid 
muscles which form a muscular diaphram from 
the inner surface of the mandible from the angle 
of the jaw to the mid-line where they unite and 
below to the upper border of the hyoid bone. The 
hyoglossal muscles are just behind the posterior 
extension of the mylohyoid muscles and extend 
from the tongue to the hyoid bone. Behind the 
hyoglossal muscles the lateral walls of the pharynx 
are made up for the most part by the middle con- 
strictor muscle which is attached to the median 
raphe posteriorly and extends fan-shaped anterior- 
ly, attaching to the styloid process and the hyoid 
bone. This muscle is supported above by the su- 
perior constrictor and below by the interior con- 
strictor muscles. Between the posterior border of 
the mylohyoid muscle and the hyoglossal muscle 
is a cleft which is called the submaxillary fossa. 
This fossa is occupied by the submaxillary gland. 
The superficial portion of this gland lies externally 
upon the mylohyoid muscle and rests on the 
digastric muscle below, while its deep portion is 
wedged between the mylohyoid and _hyoglossal 
muscles and extends into the floor of the mouth. 
It is through this area that the branches of the 
external maxillary and lingual arteries and veins 
pass as well as lymphatics. This cleft or so-called 
submaxillary fossa represents a weak area in the 
floor of the mouth and is one of the pathways by 
which infections descend into the neck. This fossa 
is separated from the pharyngomaxillary and parot- 
id spaces by a band of deep cervical fascia, which 
forms the powerful stylomastoid ligament. This 
ligament tends to prevent infections in the sub- 
maxillary fossa from spreading posteriorly into the 
carotid sheath area. 


Infections of the Submaxillary Fossa 


The two most serious infections which spread 
into the neck by way of the submaxillary fossa are 
Ludwig’s angina and submaxillary space abscesses. 
These conditions usually originate from infections 
involving the teeth, submaxillary gland or injuries 
or ulcerations of the floor of the mouth. Bac- 
teriologically they are mixed types, including many 
forms of the streptococcus, along with the staphy- 
lococcus, Vincent’s bacillus, pneumococcus and 
gas bacillus. 
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Ludwig’s angina is a rapidly spreading cellulitis 
usually beginning in the sublingual region and in- 
vading the neck through the submaxillary fossa. 
It is a perilymphatic infection, primarily involving 
the cellular tissue. Because of the virulence of the 
infection and the anatomical location which it oc- 
cupies, the symptoms are often alarming and the 
patient’s life may be threatened in a few days after 
its onset. The tongue may be pushed upward and 
forward and may protrude from the mouth due to 
the accumulation of the inflammatory products in 
the floor of the mouth and the patient may be un- 
able to close his mouth. Very rapidly there is a 
hard induration of the neck first appearing in the 
region of the submaxillary fossa on one or both 
sides and later it may involve the entire submental 
region. This induration is board-like, there may be 
slight pitting or blanching upon pressure, but there 
is no evidence of softening or fluctuation. It is due 
to a rapidly spreading cellulitis or phlegmon which 
is occurring beneath the investing collar of the 
deep cervical fascia. 


The ‘treatment of Ludwig’s angina has been 
greatly altered since the advent of the sulfonamides, 
penicillin and streptomycin. When these drugs 
have been administered early and in massive doses, 
surgical intervention may be averted. However, if 
not controlled medically it may be necessary to 
operate; the fundamental principle of the surgery 
is primarily to decompress the area to relieve the 
tension on the underlying structures and second- 
arily to drain pus. In most cases no pus will be ob- 
tained. The incision necessary to decompress the 
area must be a large one and that advocated is 
made well below and parallel to the mandible from 
the angle of the jaw to the mid-line; if both sides 
are involved a like incision is made on the op- 
posite side along with an additional vertical in- 
cision from the mandible to the hyoid bone in the 
mid-line. These incisions are made through all of 
the structures of the neck, dividing the mylohyoid 
and genioglossal muscles, and to the mucous mem- 
brane of the floor of the mouth. Intra-oral in- 
cisions are inadequate as they do not give the 
necessary decompression. Tracheotomy may be 
necessary in some Cases. 


Submaxillary abscesses are a milder and a less 
dangerous type of infection. These usually pri- 
marily involve the lymph structures which hold 
them in abeyance. ‘They may later break down into 
suppuration. These conditions are often erroneous- 
ly called Ludwig’s angina; however, in the latter 
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condition a typical cellulitis is present and pus is 
not found except occasionally in a few isolated 
areas. The submaxillary abscess is easily dealt with 
by simple surgical drainage. 


Masticator Space Infections 


The masticator space has been described by Hall 
and Morris as a fascial sling containing the muscles 
of mastication and ramus of the mandible. This 
fascial space is formed by the deep cervical fascia 
which splits as it attaches to the lower border of 
the mandible, the outer sheath covering the man- 
dible, masseter and temporal muscles, and the inner 
sheath covering the internal surface of the man- 
dible and the pterygoid muscles. 

Infections of this space are practically all dental 
in origin. They follow extractions, curettement of 
tooth sockets, or injections of the inferior alveolar 
nerve for local anesthesia. 

Symptoms of infections of this space may pre- 
dominate either on the internal or external surface 
of the mandible. If the internal symptoms pre- 
dominate, it may have the appearance of a peri- 
tonsillar abscess pointing at the lower pole of the 
tonsil; this is practically never seen in infections 
of tonsillar origin. The swelling and induration 
occurs between the last molar tooth and the an- 
terior tonsillar pillar and may extend along the 
internal surface of the mandible near the angle. If 
external symptoms predominate, the swelling will 
be at the angle and along the ramus of the man- 
dible. These clinical pictures are accompanied by 
marked trismus, dysphagia, fever and signs of 
toxemia. 

The medical treatment consists of chemotherapy, 
hot saline mouth washes and application of ice 
compresses externally. 

The surgical drainage depends upon the location 
of the suppuration. 


1. Internally an incision is made down to the bone on 
the inner surface of the mandible and a curved hemostat 
is introduced into the masticator space behind the angle 
of the jaw. 

2. External incision down to the mandible near the 
angle of the mandible. 

3. Temporal incision is made if the infection has 
ascended up the ramus of the mandible. 


The Pharyngomaxillary Space 


This is a potential space and is also called the 
lateral pharyngeal, parapharyngeal, or pharyngo- 
pterygoid space and was originally described by 
Mosher. It extends from the base of the skull above 
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in the region of the forameni jugular and lacerum 
to about the level of the thyoid bone below. It is 
bounded by the constrictor muscles of the pharynx 
internally, and the ramus of the mandible, internal 
pterygoid muscle and parotid gland externally. It 
is in relationship with the parotid fossa externally 
and the submaxillary fossa below. This space is 
also partially divided into an anterior and posterior 
compartment by styloid process and its muscles, as 
described by Beck. The anterior compartment con- 
tains chiefly lymph nodes, the ascending pharyn- 
geal and external maxillary arteries and cellular 
tissue. The posterior compartment contains the 
more vital structures with the carotid 
artery, internal jugular vein, and vagus nerve, 
within the carotid sheath, along with the glosso- 
pharyngeal, hypoglossal, spinal accessory nerve and 
the cervical sympathetic trunk. 


internal 


Infections of the Pharyngomaxillary Space 
Etiology 


1. Tonsillar and peritonsillar infections are the most 
common cause of involvements of this space. The tonsil 
is separated from this space by the constrictor muscles 
and buccopharyngeal fascia, and there is free lymph 
drainage into this space from the tonsil. Infections may 
also be carried into this area by the injection of local 
anesthesia preparatory to performing a tonsillectomy or 
removal of the last molar tooth. 

2. Parotid gland infections may invade the pharyngo- 
maxillary space by extending through the weak internal 
wall of the parotid fascia, which is in direct relationship 
with this space. 

3. Mastoid infections may extend to this space. Bezold 
abscesses rupturing on the inner surface of the tip may 
extend down the posterior belly of the digastric muscle, 
which passes directly through this space. Mastoid infec- 
tions involving the petrous tip and cells deep to the tem- 
poromandibular articulation may invade the pharyngo- 
maxillary fossa by erroding the inferior surface of the 
temporal bone. 

4. Extension of retropharyngeal infections to the 
pharyngomaxillary space may occur as these spaces are 
separated only by a thin layer of alar fascia. 

5. Deep cervical lymph glands which are located in 
the anterior portion of this space may undergo suppura- 
tion and break down. 

6. Thrombophlebitis of the tonsillar, pharyngeal or 
lingual veins can occur. 

7. Infections originating in the tongue, mandible, or 
the floor of the mouth may spread to the space by 
extending along the muscles attached to the styloid 
process. 


The general symptoms of pharyngomaxillary 
space infections may vary somewhat according to 
the origin .of the condition. However, there is 
usually a history of tonsillar, pharyngeal, dental or 
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parotid gland infection which was followed by a 
swelling of the lateral wall of the pharynx internal- 
ly which pushes the tonsil, uvula and soft palate 
toward the opposite side. External swelling is noted 
at the angle of the mandible, anterior to the 
sternocleidomastoid muscle and over the parotid 
gland. These findings are accompanied by trismus, 
dysphagia, and sometimes dyspnea. The above 
picture may also be accompanied by chills and 
fever giving evidence of a septicemia. 


The clinical picture varies somewhat in cases in 
which only one of the compartments is involved, as 
described by Beck. 


If the anterior portion is the one primarily in- 
volved, the tonsil and pharyngeal wall anteriorly 
will be pushed toward the mid-line; however, the 
lateral pharyngeal wall behind to the posterior ton- 
sillar pillar does not protrude to any great degree. 
There is marked trismus and extreme pain due to 
the accumulation of infectious products between 
the constrictor muscles and the internal pterygoid 
muscles. External swelling is seen over the parotid 
and at the angle of the mandible anterior to the 
sternocleidomastoid muscle. The patient may be 
very uncomfortable, but his general condition is 
good; usually there is no evidence of septicemia 
because the infection does not directly involve the 
great blood vessels of the neck. 


If the posterior compartment is primarily in- 
volved, the patient will appear sick, although he 
does not have the pain and discomfort that is seen 
in the anterior type of infection. There is little or 
no trismus and no marked protrusion of the tonsil 
toward the mid-line. The external swelling may 
be less, but there is a swelling of the lateral pharyn- 
geal wall behind the posterior tonsillar pillar. The 
suppuration is in direct relationship with the in- 
ternal jugular vein and internal carotid artery and 
because of this there is evidence of sepsis and 
generally the patient is very sick. 

Occasionally the entire pharyngomaxillary space 
is invaded by a very virulent type of infection 
which involves primarily the cellular structures, 
giving the picture of a rapidly spreading cellulitis, 
as seen in Ludwig’s angina. There is a diffused 
swelling of all the lateral wall of the pharynx in- 
ternally, and externally there is a hard induration 
beginning at the angle of the mandible. This 
edema rapidly extends to the parotid area and the 
eye of the affected side above, while below the in- 
duration invades the neck, as seen in Ludwig’s 
angina. The patient is extremely septic and his 
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life is immediately threatened, principally by 
laryngeal edema early in the course of the infec- 
tion. 


The treatment of the above conditions vary 
somewhat with each type and their response to 
chemotherapy. In general, if pus is present it must 
be drained. This fossa is more safely exposed by 
the external approach, as described by Mosher. 
The internal surgical approach is rarely advisable 
because of the danger of massive hemorrhage 
which could not be controlled. 


The prognosis in infections of the pharyngomaxil- 
lary space may be good in cases where a large ab- 
scess is found and surgically drained, but is not so 
good in cases in which there is a cellulitis with no 
evidence of localization. 


Infections of the Parotid Fossa 


The parotid fossa contains the parotid gland. 
The fascia covering the external surface of this 
gland is made up of the superficial layer of the 
deep cervical fascia and it is extremely thick and 
tough. Septi of this fascia extend into the parotid 
gland structure dividing it into lobules. The fascia 
covering the gland internally is extremely thin and 
weak where it is in direct relationship with the 
carotid sheath and the pharyngomaxillary space 
and also posteriorly where it is in contact with the 
middle and external ear. 


Suppurations in the parotid gland and fossa may 
occur from: 


_1. Retrograde infections from Stenson’s duct or calculi 
in the duct or the gland itself. 


2. Ear infections—furunculosis of the external canal 
or infections of the middle ear may extend through 
petro-tympanic fissure or at the injunction of the cartilag- 
inous tragus with the bony canal directly into the parot- 
id gland. 

3. Dental infections may extend up the ramus of the 
mandible and invade this space. 


4. Other causes of parotid gland and space abscesses 
are external injuries, following acute infections or de- 
bilitating diseases or following surgical operations. 


Symptoms of parotid space infection consist of 
a hard smooth swelling over the parotid area in 
front of and below the auricle which becomes 
more intense. This swelling may extend over the 
entire side of the face with edema and closure of 
the eye of the affected side. Examination of the 
orifice of Stenson’s duct in the mouth may show 
it to be red and swollen and one may be able to 
express a purulent exudate from it. This clinical 
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picture may be accompanied by chills, fever and 
leukocytosis. 

The surgical drainage of parotid fossa abscesses 
consists of making an incision anterior to the auri- 
cle, beginning above about the level of the zygoma 
downward to the angle of the mandible. The 
gland is then widely exposed by reflecting the skin 
and subcutaneous tissue. Transverse incisions are 
then made into the gland superficially and spread 
by a hemostat in numerous locations in order to 
facilitate adequate drainage of the many fibrous 
compartments of the gland. The branches of the 
facial nerve lie rather deep in the gland and are 
not likely to be injured by this technique. 


X-ray treatment has been used with some suc- 
cess, especially in recurrent suppurations of the 
parotid gland. X-ray therapy is of particular 
value in the treatment of external salivary fistula. 


The Retropharyngeal Spaces 


Much of the credit for our present understand- 
ing of the retropharyngeal spaces should be given 
to the studies of Iglauer and his co-workers and 
later carried on by Tachiassny. 


There are three potential retropharyngeal 
spaces: 


1. The anterior retropharyngeal space is in between 
the mucous membrane of the posterior pharyngeal wall 
and buecopharyngeal fascia which envelops the con- 
strictor muscles of the pharynx posteriorly. There is a 
fibrous median raphe in the mid-line which is attached 
to or fused in the buccopharyngeal fascia; it is not 
attached to the vertebra, as has been described by many 
text books. There are retropharyngeal lymph glands on 
each side in this space, at about the level of the second 
cervical vertebra, which drain the nose, sinuses and 
nasopharynx. This space is the site of acute pyogenic 
retropharyngeal abscesses which are seen usually in chil- 
dren. There is a swelling of the posterior pharyngeal 
space usually limited to one side by the mid-line attach- 
ment of this space. These abscesses rarely extend later- 
ally into the pharyngomaxillary fossa from which they 
are limited only by a thin sheath of fascia. They are 
limited below by the attachment of the buccopharyngeal 
fascia to the posterior surface of the larynx, and do not, 
as a rule, descend into the mediastinum. 


These abscesses are usually opened perorally with pre- 
cautions taken to prevent aspiration of the infectious 
material into the lungs, a vertical incision is made in the 
posterior pharyngeal wall over the point of maximum 
swelling. This incision is made only deep enough to 
evacuate the pus. If the incision is made deeper the 
post-visceral space may be opened and contaminated, 
thus opening the way for the infection to extend into 
the mediastinum. 


2. The middle retropharyngeal space, or the post- 
189 





visceral space is located between the prevertebral fascia 
covering the cervical vertebra and the buccopharyngeal 
muscles and their fascia. This space contains only con- 
nective tissue, there are no lymph nodes present. Infec- 
tions in this space are not confined to one side because 
there is no median raphe and they readily descend into 
the mediastinum. Because of the possibility of early 
mediastinal invasion, infections in this space are the most 
serious of all deep neck infections. The most frequent 
cause of post-visceral infections are trauma of the pos- 
terior pharyngeal wall or esophagus by foreign bodies or 
by instrumentation. Clinically the patient presents a bi- 
lateral swelling of the posterior pharyngeal wall which is 
usually low down in the hypopharynx. This is accom- 
panied by dysphagia, dyspnea, fever and leukocytosis. 
There may be swelling of the neck externally with crep- 
itation due to air in the tissues, which may be demon- 
strated by x-ray studies. 

Chemotherapy has saved the lives of a great number 
of these patients, but in some cases a cervical mediastinot- 
omy may be necessary. In this procedure an incision is 
made along the anterior border of the sternocleidomastoid 
muscle, the carotid sheath and its contents retracted later- 
ally, and the post-visceral space behind the trachea and 
esophagus, which leads downward into the mediastinum, 
may be opened and drained. 

3. The prevertebral space is between the prevertebral 
fascia and the cervical vertebra. This fascia is firmly 
attached to the vertebra, and because of this infections 
usually do not descend into the mediastinum or spread 
anterolaterally into the parapharyngeal spaces. How- 
ever, they may extend laterally along the scalenus mus- 
cles, behind the sternocleidomastoid muscle, into the 
supraclavicular or axillary fossa. 

This space contains no lymph glands and it is the site 
of tuberculous or cold abscesses which are secondary to 
caries of the cervical vertebra. Abscesses occurring in 
this region are treated conservatively and never opened 
perorally. If necessary they are opened externally behind 
the sternomastoid muscle; this approach opens the pre- 
vertebral space without entering the postvisceral space. 


Infections of the Pterygomaxillary or Pterygo- 

maxillary Fossa 

This fossa is located behind the maxillary sinus, 
lateral to the muscular plate of the pterygoid 
process, lying deep to the temporomandibular ar- 
ticulation. 

Infections of this space are derived from the 
last upper molar teeth or following maxillary block 
anesthetics. They are comparatively rare and are 
indicated by swelling and pain in front of the ear 
over the temporomandibular articulation and zy- 
goma, accompanied by marked trismus. 

This space may be reached surgically by an in- 
cision made above the zygoma, spreading the fibers 
of the temporal muscle and passing a curved hemo- 
stat downward and inward beneath the zygomatic 
arch into this fossa. 
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Infections of the Submental Space 


This space occupies the supra-hyoid triangles be- 
tween the symphasis of the mandible and the hy- 
oid bone. When infections occur in this region 
they may be easily drained by a transverse inci- 
sion made through the skin and superficial fascia, 
spreading the fibers of the mylohyoid and geniohy- 
oid muscles in the mid-line, and opening the ab- 
scessed cavity with a hemostat.. There are no 
large blood vessels or other vital structures in this 
region. Occasionally these infections may point in 
the floor of the mouth and can be easily drained 
intraorally. 


Complicatons of Deep Neck Infections 


Deep neck infections themselves are considered 
as serious complications of infections occurring in 
the upper respiratory tract. When a complication 
develops in the course of these conditions, it may 
rapidly terminate fatally. 

Hemorrhage is the most immediate dreaded 
complication, and if massive in character it will 
prove fatal. Usually there is some evidence of this 
impending danger, as the patient may have some 
recurrent bright bleeding from either his pharynx, 
ear, or from the external incision which was made 
to drain the abscess. This is a danger sign that 
calls for immediate ligation. This bleeding is due 
to erosion of one of the major arteries of the 
neck; infection will thrombose a vein and it will 
not bleed, but it will not thrombose one of the 
large arteries. Hemorrhage is more common in 
infections of the pharyngomaxillary space because 
the carotid arteries pass through this space. When 
this type of bleeding occurs during the course of a 
deep neck infection, the carotid arteries should be 
exposed and the external carotid ligated; if the 
bleeding does not stop, the common carotid should 
be tied. It is realized that ligation of the common 
carotid may cause brain complications, or paraly- 
sis, and may be fatal in a few cases; however, the 
danger of massive hemorrhage is a far greater dan- 
ger to the patient’s life, and one should not hesi- 
tate to ligate the common carotid in such a desper- 
ate situation. 

Laryngeal obstruction may occur, and these pa- 
tients must be watched constantly for evidence of 
obstruction. The neck infection may extend along 
the buccopharyngeal fascia which covers the buc- 
cinator and constrictor muscles of the pharynx and 
block the lymphatic drainage of the larynx, re- 
sulting in edema and obstruction to the airway. 
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This condition sometimes occurs rather suddenly 
necessitating an immediate tracheotomy. 
Septicemia may occur as a’complication of neck 
infections due to thrombosis of the veins and bac- 
terial invasion of the blood stream. Septicemia is 
more common where a cellulitis is present. In most 
cases it can be controlled by the combined use of 
penicillin, streptomycin and the sulfonamides. 


Occasionally secondary involvement of some vi- 
tal organ may lead to a fatal termination of in- 
fections of the neck, such as brain abscess, menin- 
gitis, nephritis, pneumonia, myocarditis or medi- 
astinitis. 


The Medical Treatment of Deep Neck Infections 


Since the advent of the sulfonamides, penicillin, 
and streptomycin and their use in the treatment of 
severe infections of the ear, nose, throat and 
mouth, the number of deep neck infections com- 
plicating these conditions has markedly decreased. 
It is found that these drugs, if administered early 
and effectively, may prevent the spread of a cellu- 
litis or abscess formation. In cases where they do 
not prevent suppuration it is found that they aid 
in the localization of the infection and make sur- 
gical drainage more simple and decrease the de- 
gree of sepsis. 


Bacteriologically it is found that these infec- 
tions are practically always mixed types and in- 
clude some of the pyogenic group. Beck found the 
streptococcus hemolyticus to be most common, 
and he reported 40 per cent of 100 cases reviewed 
to show a pure culture of this organism, while 80 
per cent of this group revealed some form of the 
streptococcus. Other organisms found include the 
staphylococci, pneumococci, Vincent’s fusiform 
spirochete, gas bacilli, and colon bacilli. 


In the medical management of virulent mixed 
types of infections, “blitz therapy” or the com- 
bined use of penicillin, the sulfonamides, and strep- 
tomycin is advocated. It is not practical to wait 
for culture reports before instituting treatment, 
but we should use our past experiences and the 
findings of others in determining the type of or- 
ganism with which we are dealing. The combined 
use of the above drugs will enable one to exert the 
maximum effect against each organism, and it 
also aids in some cases in which the offending germ 
has become “fast” against the therapeutic agent 
used. It has been proven that some organisms be: 
come resistant to these drugs, particularly against 
penicillin; the Gram-negative bacilli and some 
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forms of the streptococcus and staphylococcus pro- 
duce a substance called penicillinase which de- 
stroys penicillin, rendering it ineffective. 

Penicillin is generally our most effective drug 
against cocci; the Gram-positive group, including 
all types of the streptococci, staphylococci and 
pneumococci, and the Gram-negative cocci or the 
Neisseria group. This drug is useful, but to a less- 
er degree, against the bacilli. 

Streptomycin is most effective against bacilli, 
particularly the Gram-negative, including the co- 
lon group, proteus and Friedlander’s bacilli, and 
the acid-fast tubercle bacillus. In general, it is not 


_ useful against cocci, but in some cases in which the 


streptococci and staphylococci have become re- 
sistant to penicillin, they have shown some sensi- 
tivity to streptomycin. 

The sulfonamide drugs tend to overlap the uses 
of penicillin and streptomycin, but to a lesser de- 
gree, and in general they are weaker and less spe- 
cific. They are most effective against the strepto- 
coccus, pneumococcus and staphylococcus. Sulfa- 
diazine, sulfathiazole and sulfamerazine are the 
most frequently used sulfonamides. In fulmonat- 
ing mixed infections it is now felt that it is best 
to combine these three sulfonamides. Each drug 
has a crystallization point of its own, and each will 
crystalize out as if the others were not being used. 
Because of this each drug can be given up to its 
toxic point. By this method it is possible to hold 
the blood concentration of the sulfonamides up 
to 15 to 20 mg. per 100 c.c. without danger of 
crystallization. 

Although the use of these drugs may greatly 
influence the course of these types of infections, 
it does not supplant surgery, and if suppuration 
has taken place it should be surgically drained. 
To procrastihate and postpone surgery beyond a 
reasonable stage is only to invite a more serious 
complication. 
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Advances in Surgery of the 
Colon and Rectum 


By Harry E. Bacon, M.D., and 
Timothy F. Moran, M.D. 


Philadelphia, Pennsylvania 


HE IMPORTANCE of preoperative manage- 
ment and postoperative care of patients under- 
going operation on the colon and rectum is well 
recognized. One should be ever mindful that sound 
judgment and meticulous attention to technique 


must always remain the basic requirement for. 


efficient surgery. However, experience has taught 
that correction and maintenance of physiologic 
equilibrium, improved methods of anesthesia ad- 
ministration and its supplementary measures, as 
well as the management of complications, have 
placed surgical achievement on an unprecedentedly 
high plane. 

Without suction drainage for 
acute intestinal obstruction, designed by Wangen- 
steen and Payne, remains the greatest single ad- 
vance in surgery of this generation. Comparatively 


equivocation, 


few, however, utilize this procedure as a prophy- 
lactic measure. In the vast majority of instances, 
patients upon whom resection is to be instituted for 
lesions of the large bowel are intubated with the 
mercury-weighted Miller-Abbott tube just prior 
to operation, the tube is left open during surgical 
procedure, and suction is continued for some 
thirty-six to forty-eight hours thereafter. We are 
convinced that this measure approaches the ideal. 

Careful preparation of the bowel prior to sur- 
gical treatment with antibacterial agents has been 
undoubtedly a significant factor in lowering the 
mortality and morbidity. Even though the enthusi- 
astic reception accorded chemotherapy has become 
tempered somewhat due to the advent of the 
newer antibiotics, there is striking evidence avail- 
able to attest that the nonabsorbable sulfonamides 
are of distinct value. Except in the presence of 
obstruction, phthalylsulfathiazole is given in sus- 
pension form for a period of five to seven days 
prior to surgery. Following operation, penicillin 
in large doses is administered and phthalylsulfa- 
thiazole continued by mouth after removal of the 
suction. Streptomycin and more recently aureo- 
mycin, intravenously, have been found efficient 
antibacterial agents. 


Read at the eighty-fourth annual session of the Michigan State 
Medical Society, Sept. 21-24, 1949, Grand Rapids, Michigan. 
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Another advance in the management of large 
bowel surgery is the administration of whole blood 
during operation. As can be readily appreciated, 
the circumstance of a suddenly depleted blood 
volume calls for immediate replenishment, and the 
quickest and best means to accomplish increase in 
the blood volume is by direct infusion of blood. 
Therefore, all patients submitted to radical extirpa- 
tion routinely receive a minimum of 500 cubic 
centimeters of whole blood during operation, and 
if for some reason it is not obtainable, plasma is 
substituted. 


The administration of high concentrations of 
oxygen in the immediate postoperative period, as 
Sherman has shown, is of distinct value as a sup- 
portive measure against peripheral vascular col- 
lapse since it is during this period that a con- 
siderable degree of arterial oxygen unsaturation 
exists. 


The nutrition of the surgical patient has at- 
tained a position of paramount importance. In- 
tensive research in this field has resulted in the 
monumental discovery of protein hydrolysates 
which could be administered parenterally. Similar 
advances have been made in parenteral vitamin 
therapy and in the use of plasma and blood; also 
our knowledge of water and electrolyte balance has 
been extended. In estimating fluid requirements 
it is necessary to consider the average daily in- 
take, the loss of fluids from the body, the estimable 
loss from the kidneys, gastrointestinal tract and 
Wangensteen suction, as well as the insensible loss 
from the skin and lungs. The urinary output and 
clinical evaluation of the patient have been the , 
most valuable indices to the status of body water 
balance. Attention should be called to the danger 
of salt intoxication, since Coller and his co-workers 
have repeatedly demonstrated that patients do not 
tolerate large amounts of sodium chloride during 
the immediate postoperative period. 


An unprecedented interest has arisen during the 
past few years in thromboembolic disease. Like 
many others, we have favored the conservative 
method of anticoagulant therapy in the form of 
oral dicumarol. Continuous intravenous heparin 
is used until dicumarol becomes effective, especial- 
ly where a more rapid anticoagulant effect is in- 
dicated, as in instances of pulmonary embolism. 

Much has been written on the subject of early 
ambulation, particularly since the investigations by 
Leithauser and Bergo in 1941. There is little 
doubt that all will subscribe to this procedure 
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if based on personal experience. Certainly post- 
operative complications and sequelae are less fre- 
quent. 


The use of alloy steel wire has assisted materially 
in lowering the evidence of wound dehiscence. 
Babcock, Abel and Jones have given evidence of 
its superiority. Our own experience covers a pe- 
riod of approximately eleven years and continues 
to be a routine procedure. 


Space does not permit more than mere mention 
of the management of chronic ulcerative colitis, 
but it is well to realize that chemotherapeutic 
measures and particularly the newer antibiotics 
have proved of only moderate value. It is interest- 
ing to observe the comparison of large groups of 
patients treated medically and those subjected to 
colectomy. While a far greater percentage may be 
controlled under a rigid medical regimen, one 
must be ever mindful that the mortality with such 
is higher than following colectomy. In our own 
group of 235 cases, operation was instituted in 
fifty-nine instances and colectomy was carried out 
in seventeen. The mortality from resection was 
nil. Of even greater import is the fact that 94.1 
per cent were rehabilitated, enabling all but one to 
return to their former means of livelihood. 


Perhaps a word may be said regarding resec- 
tion of the colon and particularly the rectum. We 
have been criticized repeatedly for condemning 
the establishment of an abdominal colostomy. We 
still believe, in fact we are firmly convinced, that 
an abdominal colostomy is performed needlessly 
much too often. For low-lying growths in the 
rectum within 6 centimeters of the anal margin 
and those involving the anal canal, an abdomino- 
perineal method of excision of the Miles type with 
a permanent abdominal colostomy is the procedure 
of choice and is the only one to be heartily rec- 
ommended. Malignancy of the sigmoid in the 
majority of instances lends itself well to resection 
and immediate establishment of continuity. In 
our opinion cancerous growths in the ampullary 
rectum and rectosigmoid are best extirpated by 
proctosigmoidectomy, without colostomy and with 
preservation of the anal sphincter musculature. 
The results, both immediate and remote, have been 
and are completely satisfactory from the stand- 
point of operative mortality, morbidity, local recur- 
rence, sphincter function and particularly the per- 
centage of five-year cures. 

It is well to be mindful that extended resection, 
namely, the removal of adjacent viscera, such as in- 
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volved small bowel, uterus and adnexa, bladder, 
ureter, prostate, urethra and vagina, is a justifi- 
able procedure, and our experience with what may 
seem to be mutilating extirpations has afforded a 
number of patients freedom from disease as long 
as five years or more. The value of extended 
radicality has been well substantiated by Appleby, 
Babcock, Brunschwig, Glass and Sugarbaker. 

As a final word, attention is called to the fre- 
quency of primary multiple malignancy, which in 
our group of patients was 6.1 per cent. The 
routine use of the sigmoidoscope, the expert radi- 
ologic studies of the bowel followed by air infla- 
tion, the more careful palpation at exploration, 
and especially the removal of a more extended seg- 
ment of gut, has undoubtedly increased the inci- 
dence of permanent cure from this dreaded 
malady. 
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ATROPINE TOXICITY IN THE 

TREATMENT OF SCHIZOPHRENIA 
(Continued from Page 185) 

ceived twelve treatments. Dose varied between 20 and 

32 mg. of atropine sulfate. Results: More accessible, 

delusions less fixed, but little essential change. 

Case 15.—O. R., aged thirty-one. Continually hos- 
pitalized for ten years. Schizophrenia, catatonic type. 
Agitated, combative, coprophagic, destructive, in con- 
stant seclusion. No previous electro-shock therapy. Re- 
ceived twelve treatments. Dose varied between 20 and 
40 mg. of atropine sulfate. Result: Much more co- 
operative, no longer destructive nor combative. 

A group of chronic schizophrenic patients is 
being treated with toxic doses of atropine sulfate 
with demonstrable improvement in most Cases. 
Atropine, by blocking the utilization of acetyl- 
choline, produces autonomic changes similar to 
those observed during insulin coma. This type of 
therapy is inexpensive, safe, and practicable to ad- 
minister with a minimum of personnel. 

Our present series is being enlarged to include 
more acutely ill patients. A complete report will 
follow. 
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Epidemiology -- Old and New 


By John E. Gordon, M.D. _ 


Boston, Massachusetts 


HE CHANGES in the social and economic 

structure of the world that have taken place 
during the past one hundred years have had a 
fundamental effect on existing attitudes in 
epidemiology. The position is such as to require 
re-examination of the scope of interests to be in- 
cluded within that field and a fresh assessment of 
the place of epidemiology in the practice of pre- 
ventive medicine and public health. Of the many 
factors that have led to this situation, two are 
outstanding. The first is that of this shrinking 
world'®*—that measured in terms of travel time, 
the world becomes progressively smaller, and that it 
tends to become more and more a single epidemio- 
logic universe. The second influence is that of an 
aging population, a state of affairs that now char- 
acterizes most modern civilizations. 


This Shrinking World.—Since earliest historical 
times, trade and travel have been recognized as 
factors contributing to the frequency and serious- 
ness of disease processes. In ancient times, the 
contacts of peoples were necessarily peripheral and 
indirect, except as they resulted from invasion or 
conquest or the forced migration of populations. 
The numbers that moved about were small, and 
progress was slow. 


A progressive change has been under way since 
the fifteenth century, a change that experienced a 
marked impetus in the nineteenth century and in 
the past twenty-five years has brought alterations 
that are no less than astounding.’ Those associated 
with the airplane are obvious. No place in the 
world is now more than three to five days removed 
from Detroit or Grand Rapids, considering only 
commercially available and wholly ordinary means 
of transport. The change in sea travel has been 
less evident and of slower evolution, but compared 
with the days of sailing vessels is no less striking. 
The effects brought about by the modern tech- 
nology of transport and travel are not limited to 


international considerations. Those within coun- 
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tries are just as marked. They have brought about 
a mingling of peoples that is of even greater mo- 
ment epidemiologically than those which concern 
nations. 


More is involved than the matter of speed. As 
distances shrink, the amount of travel tends to in- 
crease and with it a greater interdependence of 
peoples one on the other. A direct result of the 
introduction of rapid transport is the growth and 
multiplication of great cities and the industrializa- 
tion of whole areas, of such moment as to ap- 
proach the practical reality of huge groups of peo- 
ple with one water supply, one milk supply and one 
food supply. The transportation of the world: has 
not only changed the world itself but also the 
course of civilization. 


Although the ultimate has not been reached, the 
world tends to fuse into a single epidemiologic uni- 
verse. The trend is so definite that today it is dif- 
ficult to recognize the separate epidemiologic 
units that existed not so long ago, units that were 
marked by continental if not by national bound- 
aries. The tropics are no longer the remote areas 
of a generation ago. People go there in the course 
of their ordinary activities; they acquire the dis- 
eases there prevalent, and often they bring them 
home with them. 


An Aging Population.—Since 1850 the popula- 
tion of the United States has shown an increasing 
proportion of people in the older age groups, and 
correspondingly fewer children and young adults. 
Persons aged more than fifty years included 13.3 
per cent of the population in 1900; the proportion 
is now almost twice as great, and the estimate for 
the year 2000 is 33.0 per cent.*® Children aged 
less than fifteen years made up 41.6 per cent of 
the population of 1850, but by 1950 the propor- 
tion had dropped to 25.7 per cent. These changes 
characterize the people of modern civilizations gen- 
erally and throughout the world. They are less 
marked in primitive regions but will become more 
evident just as surely as an improved public health 
leads to a lesser cost from communicable disease 
and fewer deaths from infection in childhood. 


The diseases of an older population are not 
those of a younger people, especially when that 
older population is subjected to the continuous 
salting with infection which is characteristic of 
modern metropolitan populations. 
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The Changing Character of Mass Disease 
Problems 


The mass disease problems that affect modern 
communities have been notably altered within a 
century. The causes are many, a great many more 
than the two just presented. They relate both to 
man as an organism and to the environment in 
which he lives. Some diseases now have far less 
significance; others have come from an inconse- 
quential position to rank among the leading causes 
of death or as major factors in lost efficiency or 
disabling illness. What has happened, however, is 
more than a matter of differences in relative im- 
portance of the numbers of persons involved. In 
many instances, the nature and character of a mass. 
disease has changed. Less often, new problems have 
been introduced by reason of the shifting ecological 
state. The communicable diseases provide the 
best illustration of these several considerations, 
principally because custom has long marked this 
group as the type of mass disease problem. 


Communicable Disease-——Comparing present 
conditions with those that existed a hundred years 
ago, the changes that have occurred among the 
communicable diseases are so great as to constitute 
almost another world. Intestinal infections are far 
less frequent. Diseases transmitted through dis- 
charges of the upper respiratory tract find a much 
more important place among infections in general. 
The situation is less definite for diseases spread by 
direct contact, although the trend in incidence is 
that of the respiratory diseases, with the result that 
these conditions likewise become of greater mo- 
ment as the agglomeration of peoples becomes more 
pronounced. The venereal diseases, as representa- 
tive of the class, still remain the problem they al- 
ways were. An improved control of arthropod- 
borne disease has been an outstanding accomplish- 
ment of recent years, so successful as to have re- 
stricted measurably the frequency of those condi- 
tions. Among diseases of man originating from an- 
imals, more has been done about infections asso- 
ciated with domestic animals than those where wild 
animals are the reservoir. No reason exists for be- 
lieving that the actual frequency of diseases of an- 
imal origin has increased, but relatively they be- 
come more important among classes of com- 
municable disease because of the lesser numbers 
arising from other sources. 


One or other of two general means is useful in 
judging quantitatively the changes that have taken 
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place in the frequency of communicable diseases. 
The first is through comparing computed rates of 
incidence in terms of units of population. The sec- 
ond is through examining the relative standing 
among mass diseases as causes of death. 


In 1900 the ten leading causes of death in the 
United States included five infectious diseases. The 
current list has only two. First place in 1900 was 
occupied by an infectious disease, tuberculosis. By 
1946 the highest rank held by a communicable 
process was sixth, for pneumonia of all forms. An 
examination of the two lists of diseases respon- 
sible in 1900 and in 1946 for the greatest numbers 
of deaths will demonstrate that the advances made 
have had to do with the communicable diseases 
where prevention rests largely on community 
measures. The current problems are provided by 
those other diseases where prevention depends so 
much on individual initiative and on the activities 
of the private practitioner of medicine. As for the 
communicable diseases themselves, an increasing 
tendency is seen toward an established equilibrium 
in clinical behavior and in community frequency, 
of the type which has been so satisfactory and so 
long continued with mumps. 


With some caution it may be suggested that the 
days of the great epidemics are over. This appears 
likely if environmental conditions remain as they 
are or continue to follow the trend they now do. 
If the environment is altered materially or new 
factors are introduced, such as another French 
Revolution, almost anything could happen, includ- 
ing reversion to epidemic situations that charac- 
terized the world of a century ago. The com- 
posite experience of the past hundred years and 
especially that of the recent global war supports 
the opinion of a favorable future in respect to 
major world outbreaks. The history of a typical 
American city, Philadelphia, is examined with 
profit. The greatest epidemic of modern times, 
the pandemic of influenza of 1918, was a small 
affair in terms of deaths compared with the earlier 
epidemic visitations on that city. The experience 
is not unique. A similar course of events has 
characterized other representative American cities, 
Boston, New Orleans, Chicago and New York. 


The greatest attention and the principal interest 
in epidemiology continues to be directed toward 
the communicable diseases, not because these dis- 
eases are dominantly important, for actually they 
are of lesser relative moment than some others. 
It is largely because they are better and longer 


195 








understood. It is therefore reasonable for the com- 
municable diseases to continue to be the funda- 
mental concern of epidemiologists.: The gains that 
have been made must be held. Perhaps the more 
important consideration is that these: diseases offer 
the most favorable opportunity to gain familiarity 
with the epidemiologic method. The reasonable 
approach to the broader and less well explored 
fields of mass disease is through expansion and 
transfer of that method. 


Noncommunicable Organic Disease—The im- 
portant community health problems of the present 
are concerned with those organic diseases which 
are not communicable from man to man and not 
caused by a specific infectious agent. This is just 
as true if judgment is based on another of the 
major criteria, not on deaths but on defect or dis- 
ability. 

Heart disease now ranks as the first cause of 
death in the United States; and deaths from can- 
cer, from circulatory disturbances, from metabolic 
diseases, nutritional disturbances, and the degenera- 
tive diseases are well up on the list. A direct rela- 
tion is seen with the altered social and economic 
conditions of the present century. Many of the 
changes have been brought about by the newer age 
characteristics of the population. With fewer 
deaths from communicable disease, people now 
live longer, and long enough to acquire conditions 
which are so largely limited to older people. This 
is a natural evolution. Disease, and particularly 
communicable disease, is an unnatural means 
through which to govern population numbers. The 
natural means of elimination is through old age 
and accident. 

The practical result of this shifting situation is 
an established and increasing trend among public 
health workers to accord greater emphasis to dis- 
eases characteristic of old age and less to the health 
problems associated with communicable disease. 
This is a reasonable attitude, as the evidence al- 
ready introduced has demonstrated. However, a 
satisfactory perspective and a balanced judgment 
are necessary in the newly developed enthusiasm 
about geriatrics. The health of children is still the 
important consideration among public health prob- 
lems, admittedly not because of communicable dis- 
ease but because of nutrition, growth, development 
and the varied psychiatric disturbances. The child 
has a life expectancy of many years; that of the 
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older group is brief. The greater profit in years of 
healthful living is alone sufficient reason for greater 
stress on the mass diseases of childhood. The kind 
of years that are gained is of equal significance: for 
the child these are years of productive and creative 
effort; for the older person they are likely to be 
not only few but relatively unproductive. 


Functional Disease —Of all mass health prob- 
lems of communities, more interest has been given 
to organic disease than to functional disturbances." 
A number of reasons account for this difference. 
There is greater ease of recognition, a more ready 
establishment of cause, and a greater availability of 


methods for measuring both cause and effect. It is 


just being appreciated that mental disorders, the 
problems of addiction to alcohol and tobacco, and 
the social diseases concerned with occupation, rec- 
reation and the intellectual pursuits of man, also 
constitute group as well as individual problems. As 
a field in epidemiology, these mass diseases of func- 
tional origin have scarcely been touched. There 
is every indication of a developing activity within 
the immediate future.’ 


Injuries—With the advent of a modern prac- 
tice of medicine some fifty years ago, the duties of 
a physician came to be understood as something 
more than the care of the sick and the injured. 
The obligations of the doctor were defined as 
“first to prevent disease; if that is not possible, to 
cure; and if that is impossible, to alleviate.” The 
newer concept of prevention, as it developed, was 
applied almost wholly to disease, to the sick. The 
injured were largely forgotten until the recently 
aroused interest in the civilian problem of accidents 
and such military conditions as trench foot, battle 
casualties, and the ordinary injuries of military 
life. Collectively, these are the problems in an 
epidemiology of trauma. 


Accidents of all forms, as judged by data of 1947, 
ranked fourth among causes of death in the United 
States. The traumatic injuries after accidents can 
be demonstrated to conform to the same biologic 
laws as do disease.° They are amenable to the 
same epidemiologic approach, and, what is least 
well appreciated, they are preventable and con- 
trollable. Instead of something set apart from’ dis- 
ease and scarcely to be considered within the 
scope of preventive medicine, injuries are as much 
a public health problem as measles. 
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Current Direction of Epidemiologic Interests 


Evidence has been presented of the wide range 
of pathologic conditions included within modern 
ideas of mass or community disease. The approach 
to solution of problems concerned with mass dis- 
ease, as typified by the communicable diseases, has 
been through epidemiology, a biologic discipline 
concerned with disease as it affects groups of peo- 
ple. Medicine and public health would thus ap- 
pear called upon to alter existing interpretations of 
the field of usefulness of the epidemiologic method. 
A limitation to the communicable diseases is no 
longer warranted by present-day conditions. The 
larger problems of public health lie with other 
diseases, both organic and functional, and with in- 
juries. The validity of that concept depends upon 
the assumption that all mass diseases and injuries 
conform to the same biologic laws of ecology as do 
communicable processes. It is believed they do. 

If an etiologic interpretation of disease and in- 
jury is the basis of modern practice, and it surely 
is, then the agents that give rise to the many 
pathological conditions must be variously viable 
and nonviable, sometimes transmissible and some- 
times not. If morbid conditions of man are the 
result of a reaction between the human host and 
his environment, then all disease conditions can 
be interpreted in terms of three principal factors. 
The first is the agent, either an inanimate object or 
substance, or a living thing that directly gives rise 
to the condition. The second is the host, the living 
organism affected or injured; and man, of all 
living things, is the most important host. The third 
factor is the environment in which host and agent 
exist, an environment which has much to do with 
determining the qualities and activities of both, 
and additionally has a strong influence on the 
nature and effectiveness of the interaction that 
takes place between the two. Thus looked upon, 
disease and injury, and also the physiologic state, 
are recognized as ecologic phenomena and amen- 
able in their group manifestations to the methods 
of epidemiologic analysis. Epidemiology is seen 
as a biologic discipline applicable to all diseases 
where groups of persons or things are involved, to 
include both plant and animal. 

The development of new knowledge or the in- 
troduction of new conditions commonly calls for 
a change in methods or a shift in emphasis. Evi- 
dence has been presented that the world tends to 
become one epidemiologic universe, that it is ex- 
periencing a changing character of population, that 
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the social and economic environment has been 
markedly altered. This has resulted in altered 
values among mass disease problems. To meet its 
obligations to preventive medicine and _ public 
health, epidemiology needs to broaden its interests. 
As expressed by Dr. Joseph Mountin,"* it is high 
time that epidemiologists escaped their Broad 
Street pump fixation. The reference, of course, is 
to the classical studies of Snow'* on cholera, where 
the foundation was laid for the field method in 
epidemiology and from which developed the estab- 
lished association of epidemiology and com- 
municable disease. The implication in this trite 
remark is that restriction to a concern of com- 
municable disease, to the neglect of more pressing 
problems, is no longer justifiable. That epidemi- 
ology should give more attention to the mass prob- 
lems of organic and functional disease generally, 
and less to communicable disease, may be accepted 
as principle, applying with little reservation to the 
countries of North America and Western Europe. 
It is in line with the altered conditions of the 
modern world. For many countries the com- 
municable diseases still remain the first considera- 
tion. Little doubt exists, however, that this is the 
epidemiology of the future, to become increasingly 
applicable in most countries of the world. 


Epidemiology in Relation to Medicine and 
Public Health 


Epidemiology is understood to be an independ- 
ent general biologic discipline, the basic science of 
public health. The function of public health serv- 
ices is accepted as “the application of the sciences 
of preventive medicine through government for 
social ends, the purpose not to salvage the individ- 
ual but to understand and reduce sickness of any 
kind of a community or group.” Here is a clear 
separation of interests. The prevention of dis- 
ease in the individual, which is the function of 
preventive medicine and of the medical practition- 
er, is distinguished from the prevention of disease 
in the group or community, which is the concern 
of public health and of public health workers. If 
public health is a branch of knowledge distinct 
from medicine, and the separation is believed well 
made, then public health must rest on some funda- 
mental discipline which is characteristic of its ac- 
tivities and individual to it. Public health deals 
with groups of people, and epidemiology is the study 
of disease behavior as manifested by groups. For 


this reason epidemiology is stated to be the basic 
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science of public health. It occupies no exclusive 


position, for all of the sciences of preventive medi- 
cine come into play, and other disciplines are of 
greater importance in the control and management 
of community disease. It is basic in the sense that 
it is the point of departure, the means by which 
mass disease is recognized and appraised. It is 
perhaps best understood as the counterpart of 
diagnosis in clinical medicine. 


The study of disease as a mass phenomenon 
differs from the study of disease in the individual 
primarily in respect to the unit of investigation. It 
is early appreciated that the herd, the crowd or the 
community is not a simple aggregate of the per- 
sons comprising that grouped population, but that 
each universe of people is an entity, a composite 
that possesses as much individuality as does a per- 
The methods and techniques used in the 
study of the herd likewise differ from those applied 
to the individual, to such an extent that Green- 
wood® has well remarked that a man highly skilled 
in individual diagnosis and treatment may be 
wholly unskilled in generalization. The differences 
and the similarities in the approach to problems of 
health and disease as they concern the group and 
the individual may be examined with profit. 


son. 


Fundamental to all activities in clinical medi- 
cine is a knowledge and a familiarity with rather 
Medicine these 
days has use for scientific disciplines of a wide 


an imposing array of sciences. 


order. The list starts with what are commonly 
Included are the 
disciplines which have been a part of medicine 


termed the medical sciences. 


from its earliest history: anatomy and physiology, 
histology and embryology, with pathology occupy- 
ing the central position, and then the newer dis- 
ciplines of biochemistry and bacteriology. All are 
supported by the natural sciences, principally 
physics and chemistry. To exclude the mathe- 
matical sciences would be to leave doubt that 
medicine is the science it surely is. The broaden- 
ing interests of medical practice within recent years 
require addition to this list of a number of social 
sciences, economics, sociology, and psychology, and, 
with little debate, the less directly applicable 
biological anthropology and 
genetics. The list is by no means exhausted, for 
medicine, in furtherance of its broader obligations 
of prevention as well as therapy, progressively 
finds need for most of the physical and biological 
sciences and increasingly those of the social group. 
With the principal objective of the physician the 


sciences such as 
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prevention and cure of disease and injury, it is 
reasonable that the primary interest in these dis- 
ciplines is more utilitarian and indirect, rather 
than fundamental and as a matter of specific con- 
cern. They occupy the place they do in clinical 
thought for a single reason, and that is the degree 
to which they contribute to a central discipline 
called diagnosis. This is the means by which dis- 
ease of the individual is recognized, evaluated and 
judged as to final outcome. Clinical medicine re- 
volves about diagnosis, for this is the branch of 
knowledge that directs and determines the ultimate 
objective, the proper management and treatment 
of the patient. 


The approach to the problems of the group is 
much the same. The fundamental need for the 
basic sciences is no less. Some few,.such. as bio- 
statistics and toxicology, receive greater emphasis; 
others, such as anatomy, somewhat less. Again, 
the concern with the fundamental sciences stems 
from the same need, that is to say, the aid they con- 
tribute to a central discipline that is also concerned 
with the recognition, evaluation and prognosis of 
disease, but this time as it affect communities 
rather than individuals. This discipline, epidemi- 
ology, is the counterpart of diagnosis and bears 
precisely the same relationship to public health 
practice as does diagnosis to clinical management. 
Epidemiology and public health practice act for 
the group as do diagnosis and treatment in dis- 
ease of the individual. 


This concept of itself suggests that epidemiology 
is a discipline with implications more far reaching 
than the study of epidemics. In the first place its 
usefulness is not limited to the professional worker 
in public health. Although dealing with smaller 
units, the clinician makes use of the methods of 
epidemiology in applying preventive medicine to 
family groups. Almost no individual illness fails of 
an impact on the persons who surround the patient. 
Such practice of small group epidemiology differs 
not at all in principle from the activities of the 
public health worker in the broader problems 
where the population group is that of a city, a 
state or a nation. Other applications of the 
epidemiologic method to purely clinical problems 
are less well appreciated. One of the most practical 
is a substitution of epidemiological analysis and 
mathematical interpretation for the clinical im- 
pression derived from case reports. It serves thus 
in the evaluation of new drugs and methods of 
treatment, in determining the usefulness of sug- 
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gested diagnostic procedures and in precise defini- 
tion of the clinical course and behavior of a disease 
or injury. The epidemiological method would ap- 
pear the reasonable approach in search for a better 
definition of the precancerous and the prediabetic 
states upon which more than anything else rational 
and successful prevention depends. It provides 
the ultimate means for testing the value of results 
from experimental microbiologic research, in such 
matters as the causes of communicable disease or 
in modes of transmission. A passing familiarity 
with the medical literature of the day suffices to 
show the increasing extent to which the epidemi- 
ologic or group approach is being incorporated 
into modern clinical practice and investigation. 

The uses to which epidemiology is put by the 
professional public health worker are better known. 
The traditional application is in the study of .epi- 
demics, but even for the communicable diseases 
such limitation has long since passed. Far more 
effort is directed towards the study of infections as 
they occur under ordinary circumstances, with the 
result that endemiology or study of the long con- 
tinued behavior of a disease through field survey 
in a community, far outweighs the effort expend- 
ed on the accidental and bizarre epidemic. Epi- 
demiology thus progressively becomes more a study 
of the whole natural history of disease than of its 
unusual manifestations. 


The field method of epidemiological study has 
other uses in applied public health than the direct 
investigation of disease. The administrator turns 
the method to his purposes in determining the 
necessary provisions for hospital care of community 
populations.” It is the accepted procedure in ap- 
praisal of the accomplishment attained in programs 
for prevention and control of a disease. 


Research in the field, through study of disease 
as it manifests itself in nature, is an important and 
independent approach to solution of medical prob- 
lems. Modern medical progress has been so thor- 
oughly associated with research in the biological 
laboratory, and it has been so largely a development 
of the experimental method, that this other and 
older method has come in recent years to be over- 
shadowed. Progress through experiment is often- 
times slow, and dead ends are met, with the result 
that an increasing tendency becomes evident, to 
try the new and yet old approach through field 
epidemiologic methods. This is by no means limit- 
ed to the communicable diseases, for the value of 
contributions from the field is so definite that 
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similar methods are being turned toward other 
areas of mass disease, such as cancer"! and specifi- 
cally cancer in industry. * There is much activity 
in the field of nutritional disturbances,’? with den- 
tal metabolic diseases,‘ and currently in diabetes*® 
and thyrotoxicosis.1° Even such unusual fields as 
the congenital anomalies® now engage the atten- 
tion of the experimental epidemiologist. 


With full appreciation of the contributions made 
to modern medical progress through skilled observa- 
tions by the individual practitioner, there is 
nevertheless an increasing appreciation of the ex- 
tent to which knowledge of a total problem can be 
enlarged through analysis and study of the facts 
accumulated by many observers; that benefit is to 
be derived through investigation of disease proces- 
ses as they affect groups of people, as a means of 
supplementing clinical study of the individual pa- 
tient and the knowledge to be derived from experi- 
ment. It likewise becomes increasingly evident that 
to understand fully all the variations which disease 
may show, it is necessary to draw on the experi- 
ence of the world and not to reason too broadly 
from results obtained in a small section of a single 
country. Disease shows many peculiarities under 
the multiple influences of varying environment and 
that applies not alone to the communicable dis- 
eases. Diphtheria and cancer are almost universally 
described in terms of the clinical and epidemiolog- 
ical behavior they evidence in north temperate 
climates. What occurs in the tropics is often wide- 
ly different. An international viewpoint becomes 
increasingly necessary for a full and clearer com- 
prehension of disease. 
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Clinical Pathologic 
Conference 


By D. H. Kaump, M.D., M. R. McQuiggan, M.D., 
and L. J. Bailey, M.D. 
Detroit, Michigan 


ASE ABSTRACT is presented by Dr. Kaump. 
The patient we are presenting here has many 
interesting features. 


This forty-year-old white woman was admitted to 
Providence Hospital on two occasions. She had been 
born and raised in a small town in Michigan. After 
marriage her husband took over the family farm. This 
life and her husband’s periodic bouts of intoxication were 
very distasteful to her. In the past she had quinsy and 
many sore throats in childhood, attacks of purulent si- 
nusitis at the ages of seventeen and thirty-four years, 
excision of a rectal fissure at seventeen years, tonsillec- 
tomy at thirty-five years, and incision and drainage of a 
felon at the age of thirty-nine years. She had usually 
drunk unpasteurized milk and well water. One brother 
had died of “kidney disease;’ the father, mother and 
other siblings were living and well. She has four children, 
all living and well. 


Slightly more than five years prior to her first admis- 
sion she had a series of multiple deep-seated boils. This 
was followed by an attack of vomiting, epigastric pain 
and diarrhea which lasted for several days. During this 
period she became prostrate and then slowly regained 
her normal strength. Three years, two years, nine months 
and three months before admission there were similar 
attacks. Ten months prior to admission she had hives 
which lasted one night. At that time she was taking 
iron, vitamin C and cold tablets. One month ago her 
present illness started with a severe attack of diarrhea, 
fever, chills and vomiting. During this attack she was 
unable to retain any food, became nauseated, and because 
of the duration of the attack was referred to Dr. W. P. 
Chester in Detroit. During the period of her illness she 
had lost 20 pounds in weight, and at the time of hos- 
pitalization weighed approximately 90 pounds. On two 
occasions she had vomited the oral dye given for gall- 
bladder studies. 

On physical examination the blood pressure was 90 
mm. of mercury systolic and 60 mm. diastolic. Her 
abdomen was scaphoid and tender on very firm palpation 
in the midline. Otherwise the general physical and pelvic 
examinations were essentially normal. 

After appropriate roentgenographic studies the follow- 
ing findings were noted: a tortuous and redundant colon; 
negative stomach and duodenum: normal renal outlines: 
and a normally functioning gall bladder 
use of intravenous dye). 


(following the 
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Among the laboratory examinations were noted, )lood: 
erythrocytes 4.60 millions per cu. mm., leukocytes 13,250 
per cu. mm., hemoglobin 14.1 gms. per ml., and a differ. 
ential blood count of neutrophiles, 91 per cent (non. 
filamented cells, 3 per cent) and lymphocytes, 9 per cent. 
The total protein was 4.2 gm. per ml. with an albumin- 


globulin ratio of .95:1. 
was 1.8 mg. per ml. 


The blood cevitamic acid level 
In the initial urine the specific 
gravity was 1.015 with 1-plus albumin, negative sugar, 
leukocytes 1 to 2 per high dry field, and occasional 
granular casts. Gastric analysis after histamin stimula- 
tion was essentially normal. Agglutination tests for ty- 
phoid, paratyphoid and undulant fevers were all nega- 
tive, and the opsonophagocytic index for brucellosis was 
2. There were no parasites found on repeated stool 
examinations. S. Morgagni was isolated from the stools 
on culture. The Rumple-Leeds capillary fragility test 
was negative. 

During hospitalization her temperature, pulse and 
respirations were essentially normal, and she was given 
a high caloric diet and small feedings with vitamin B 
complex intramuscularly. She was discharged free of 
complaints and in fairly good physical condition, with 
a weight of 89 pounds. 

Fifteen months later she was readmitted to the hos- 
pital, this time with a distinctly different series of com- 
plaints. During the interval she had been diagnosed 
elsewhere as having a menopausal syndrome because of 
gradually diminishing menstrual periods and for two 
months a total amenorrhea. She had also noted some 
aversion to fatty foods which produced gas. 

One month before her admission she and one of her 
children had sore throat, lymphadenitis and nausea with 
vomiting. The child recovered after two weeks of bed 
rest, but the patient did not. 

At the onset of her acute illness there was a slight 
puffiness about the eyes for a few days with two or three 
loose stools at the onset. There was no history of in- 
gestion of pork or pork products. 
extreme 


Because of continued 
weakness, vomiting, and a_ burning 
sensation like that of sunburn of the skin, together with 
severe night sweats, she was hospitalized. At no time 
had her temperature been over 99° F. Within the past 
few days there had been a rather sudden onset of a dull 
aching pain in the right angle of the scapula with marked 
weakness, right supra-orbital and occipital pain and 
pain in the right scapula running down the right side 
and into the right flank. 

On physical examination there was minimal atrophy 
The heart was not enlarged and had no 
murmurs but did have a split second sound at all valve 
areas. The blood pressure was 96 systolic and 84 di- 
astolic. The liver extended 1 cm. below the right costal 
margin. There was no peripheral lymphadenopathy. Al- 
though there was some dehydration there was no history 
of weight loss. 


nausea, 


of the tongue. 


Among the laboratory examinations the urine had 
albumin 1-plus, a specific gravity of 1.022 and a ‘ew 
leukocytes and erythrocytes. The blood examination was 
as follows: erythrocytes 4.28 million, leukocytes 52.500 
and platelets 231,000 per cu. mm., with a hemog! bin 
value of 12.8 gms. per ml. and a differential blood cnt 
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of neutrophiles 12 per cent, lymphocytes 4 per cent and 
eosinophiles 84 per cent. The sedimentation rate was 
5 mm. in one hour (Westergren); clotting time six 
minutes (capillary tube), bleeding time seven minutes 
(Duke). In the peripheral blood smear there were 
numerous destroyed cells but no marked evidence of 
immaturity. Bone marrow aspiration indicated only a 
marked eosinophilia but no evidence of leukemia. The 
agglutination test for undulant fever was negative. The 
whole blood chloride value was 390 mg. per cent (nor- 
mal: 450-500 mg. per cent). 

During this period of hospitalization there was no 
elevation in temperature but a marked elevation in pulse 
(120 per minute). This rate gradually dropped to nor- 
mal, became subnormal and was finally imperceptible. 
On the fourth day after admission she became nauseated; 
her color was poor, pulse irregular and of poor quality, 
and she developed labored respirations. This was fol- 
lowed by a state of shock for which oxygen was given. 
She became involuntary, the pulse remained of poor 
quality, and her condition was extremely critical with 
marked weakness. She then became comatose and breath- 
less, with respirations of 38 per minute. She developed 
choking with marked difficulty in breathing and ap- 
parently died in a state of cardiac failure. 


Because of the marked dissimilarity in the clinical 
picture of the first and second admissions, I should like 
to ask Dr. McQuiggan to discuss the first and Dr. Bailey 
the second of the two admissions. 


Dr. McQuiccan: In the first admission the outstand- 
ing features are those of recurrent infections since child- 
hood and those suggesting psychoneurosis. 


In the differential diagnosis we must consider: infec- 
tions by organisms of the Salmonella and Shigella 
groups, by Brucella, by parasites such as amoeba his- 
tolytica, intrinsic or extrinsic lesions of the bowel with 
or without obstruction such as regional enteritis, chronic 
ulcerative colitis, or tuberculous peritonitis, urinary tract 
infection as chronic pyelonephritis and finally a psychic 
disorder. 


To explain the diarrhea, only S. Morgagni was found 
in the stools, and examinations for parasites were nega- 
tive. The serologic tests for undulant fever were nega- 
tive and the patient was afebrile while in the hospital. 
The roentgenographic studies of the gastrointestinal tract 
and gall bladder were essentially negative. The only 
positive findings on urinalysis were the sight albuminuria 
and occasional granular casts and leukocytes. These find- 
ings were not present three days later. 


It would then appear that systemic infections and most 
lesions of the gastrointestinal, and genitourinary systems 
can be eliminated with the exception of S. Morgagni in 
the stools. 

Thus, the outstanding points are, first, a patient who 
has 5. Morgagni in the stool, and second, a large func- 
tion:i element. I am inclined to pay especial attention to 
the \\tter. There is a paucity of positive physical and 
labo: tory findings but a great many functional features 
such \; the worry of this patient relative to her family, in- 
somnis, anorexia, agitation, et cetera. 
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In this patient especial attention should be paid to 
the functional element and adequate advice as to rest 
and sedation, proper high caloric, low roughage diet, and 
correction of those features in the patient’s life which 
exaggerate an underlying psychoneurosis. After a rest 
period in the hospital, psychiatric consultation is indicated 
if the patient does not respond to managment in the 
hospital. 


Dr. Bamey: The list of diagnostic possibilities which 
comes to mind as one hears the foregoing history in- 
cludes the following: chronic nervous exhaustion, diar- 
rhea due to colitis, either ulcerative or bacillary, gall- 
bladder disease, bowel obstruction, parasitic disease as 
trichinosis or amebiasis, regional ileitis, sarcoidosis, un- 
dulant or typhoid fever, urinary tract infection, diabetes 
mellitus, tuberculosis with perhaps Addison’s disease, 
allergy, leukemia or a leukemoid reaction, and finally a 
diffuse vascular disease such as periarteritis nodosa or 
disseminated lupus erythematosis. 


The early psychic history indicates an excellent founda- 
tion for the development of chronic nervous exhaustion, 
and this in turn might readily lead directly to the de- 
velopment of ulcerative colitis and allergic reactions. 


Early in the history we hear of multiple deep-seated 
boils followed by vomiting, espigastric pain, and diarrhea. 
Such a sequence might be due to diabetes mellitus, but 
subsequent clinical and laboratory observation ruled it 
out. 


Ten months before the first admission there was a 
definite reference to an allergy in the form of hives. There- 
after she was nearly continuously ill until her admission 
with symptoms which resembled those previously experi- 
enced. In the first admission the significant findings were 
the slight polymorphonuclear leukocytosis, low serum al- 
bumin and the slight albuminuria accompanied by hyaline 
casts. The symptoms subsided spontaneously. 


Fifteen months later she returned with the inevitable 
diagnosis which all women acquire at the age of forty. 
In addition, however, there was a sore throat and nausea 
with vomiting. There was a burning sensation of the 
skin and a confusing array of pains occurring in atypical 
patterns. The blood pressure was consistently low, the 
liver was slightly enlarged, there was a consistent high 
leukocyte count with eosinophilia but no enlarged periph- 
eral lymph nodes. Albumin again was noted in the urine. 


The leukemias are brought sharply into the range of 
possibilities at this time, but true leukemia is probably 
excluded by the peripheral blood smear and bone marrow 
examination. 


The picture does not unfold as one would expect of 
ulcerative colitis, and the other gastrointestinal infec- 
tions which I listed have been ruled out. Gall-bladder 
disease may have been present, but if so it was not a 
determinant of the symptoms which characterized this 
patient’s last illness, and the same may be said of in- 
testinal obstruction with or without regional ileitis. 


The pronounced eosinophilia in the last illness would 
cause one to focus on eosinophilic leukemia, which is 
ruled out, trichinosis, allergies, lymphoblastoma and 
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Fig. 1. Case 3, small intestinal wall. The degenerative phase 
with fibrinoid necrosis of the media, a minimal mural and _ peri- 
vascular polymorphonuclear infiltrate and segmental distribution of 
the lesion (x75). 





periarteritis nodosa. The picture is atypical for all of 
these. 

Trichinosis would scarely cause the long preliminary 
history; lymphoblastoma is partially ruled out by the 
bone marrow examination and the absence of enlarged 
nodes, and periarteritis nodosa is commoner in males, 
and produces a septic picture with fever and anemia. 
In favor of periarteritis nodosa is the early history sug- 
gesting an allergic background, and the multiplicity of 
systems involved: renal, cardiac, pulmonary, and gastro- 
intestinal. The symptoms and signs of periarteritis no- 
dosa are extremely variable so that no single description 
fits the clinical picture. Eosinophilia usually is found in 
some phase of the disease and when this blood finding is 
present, especially in a patient with albuminuria, peri- 
arteritis nodosa is the diagnosis of first choice, and 
further appropriate laboratory studies are indicated. 


General Discussion 


Dr. Kaump: Before I consider the pathologic 
findings on the patient we have just discussed, I 
will describe three other patients with the same 
pathologic findings, but each of whom had dif- 
ferent clinical manifestations. 


The first of these was a twelve-year-old girl 
who had a history of allergy and who during the 
course of her illness had large nasal polyps re- 
moved and subsequently a lobectomy for tubular 
bronchiectasis. Approximately six months follow- 
ing the lobectomy she developed lower abdominal 
pains of an indefinite character, albuminuria and 
a marked peripheral blood eosinophilia. She 
eventually developed congestive heart failure and 
expired approximately nine months after her first 
hospitalization. 


The next was a thirty-nine-year-old housewife 
who had arthritis deformans for approximately 


202 


CLINICAL PATHOLOGIC CONFERENCE—KAUMP ET AL 





Fig. 2. Case 1, kidney. In the acute inflammatory stage with 
xy of the internal elastic lamina, and minimal reactive endo- 
elial proliferation. (Mallory-Heidenhain connective tissue stain) 


x75). 


s 
t 
( 


twenty years and also gave a history of being al- 
lergic to many things. Her hospitalization was 
primarily for pneumonia, and during the period of 
hospitalization she received not only streptomycin 
and penicillin but also neoprontosil, in spite of a 
known sensitivity to sulfonamides, because of the 
refractory nature of her illness. She expired ap- 
proximately twenty-nine days after admission to 
the hospital, apparently from cardiac decompensa- 
tion. 

The last case was a fifty-eight-year-old white 
man who had severe stiffness and multiple areas 
of neuritis in which the extremities were numb 
and ached severely at times. He also had an 
albuminuria of a minor degree, a leukocytosis and 
an eosinophilia of near 50 per cent. He eventually 
developed a complete paralysis of the lower ex- 
tremities, a cord bladder, and expired because of a 
combination of pyelonephritis and phrenic nerve 
paralysis. 

The gross necropsy findings in all four patients 
were somewhat disappointing. In Case 1 there 
were multiple acute, subacute, chronic and healing 
ulcerations of the small intestine which increased 
in number from above downward. These were 
scattered irregularly throughout the small intes- 
tine and in the latest phases left stellate scar 
formations. In addition to involvement of the 
small intestine there were infarcts in the kidneys, 
a soft nodular mass in the pancreas 2 cm. in 
diameter, a diffuse lymphadenopathy, a softening 
and a pale discoloration of the myocardium ind 
multiple infarcts of the spleen. 

In Case 2, I have only the description of the 
kidneys, in which there were multiple scarred in- 
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Fig. 3. Case 3, kidney. The granuloma stage characterized by 
marked fibrinoid necrosis of the vascular wall, narrowing of the 
vascular lumen and polymorphonuclear and eosinophilic infiltrate 
(x75). 


farcts. This necropsy was performed by Dr. 
Lawrence Gardner at Mt. Carmel Mercy Hospital, 
and it is through his kindness that we are able to 
include this patient. In case 3, there was non- 
bacterial pericarditis, cortical infarcts of the kid- 
neys, a soft gray myocardium. In Case 4 there 
were multiple small grayish-white semi-translucent 
nodules which involved the mesenteric arteries, 
the larger arteries of the liver, the kidneys, the 
intercostal arteries and the arteries of the spinal 
pia. In addition the myocardium was soft. There 
was a pancreatic nodule, cortical infarcts of the 
kidneys and a generalized lymphadenopathy. 

Microscopically, the picture in all four cases was 
essentially similar, and the lesions were confined 
principally to the arteries. The arterial lesions 
could be divided into four major classifications, 
as originally suggested by Arkin. 

The first, or degenerative stage, consisted princi- 
pally of edema with a fibrinoid necrosis of the 
media, a splitting of the media with a minimal 
polymorphonuclear infiltration and a slight peri- 
vascular polymorphonuclear infiltrate. The fibri- 
noid necrosis may have a suggestion of a segmental 
character and an early involvement and spread 
towards the intima and adventitia (Fig. 1). 

In stage two, the acute inflammatory stage, there 
is first destruction of the internal elastic lamina 
(Fig. 2), and the media tends to be infiltrated 
with polymorphonuclear cells and a minimal re- 
active endothelial proliferation. 

The third, or granuloma stage, is characterized 
by a marked fibrinoid necrosis, virtual destruction 
of the vascular wall, some fibroblastic proliferation 
and a quite intense polymorphonuclear infiltration 
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Fig. 4. Case 4, spleen. In the late granuloma stage the cellular 
reaction changes to one composed of lymphocytes and plasma cells. 
There may be an extension at the border (x75). 


(Fig. 3). The lumina of the vessels tends to be 
narrowed, and the polymorphonuclear exudate 
predominantly is of an eosinophilic character. The 
lumen of the vessel is often extremely narrowed 
and in some cases occluded. In the late stages 
of the granuloma phase the cellular reaction 
tends to extend at the borders and become pro- 
gressively more mononuclear and less neutrophilic. 
Lymphocytes and plasma cells are increased and 
polymorphonuclears and eosinophilic cells tend to 
diminish (Fig. 4). 

In the final, or healing stage, thromboses are 
not uncommon (Fig. 5); the fibroblasts tend to 
proliferate in the adventitia and extend into the 
necrotic wall. There is scar tissue formation with 
occlusion and narrowing of the lumen. A badly 
damaged vessel wall is replaced with a fibrous 
scar. The thickened intima, with narrowing of the 
lumen, is replaced by connective tissue, and there 
are characteristic nodular regions of fibrous tis- 
sue in the adventitia over the areas where the 
media has been destroyed. Occasionally aneurysmal 
dilatations are formed and tend to rupture, and 
in other areas infarcts are produced in the area 
of distribution of the thrombosed vessel. Areas of 
infarction in the peripheral nerves may be mani- 
fest by a malalignment of the fibers and destruc- 
tion of the individual cells making up the periph- 
eral nerve. Indeed, the heart may be involved, 
and a rather diffuse lymphocytic and plasma cell 
infiltration may be noted between the destroyed 
and the infarcted myocardial fibers. The extent 
of the process may be reflected in the bone marrow 
which may either or both have undergone a proc- 
ess of infarction and may respond as other tis- 
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ig. 5. Case 4, mesenteric artery. In the healing phase there is 
Sbroblestic proliferation, narrowing of the lumen, often thrombosis 


and diminished cellular infiltrate (x75). 


sues do and be characterized by an intense eosino- 
philic infiltrate (Fig. 6). The final pathologic 
diagnosis in all four cases is periarteritis nodosa. 


The lesions in these four patients were widely 
distributed, and lesions were present in the kid- 
neys (four cases), heart (four cases), pancreas 
(four cases), gastrointestinal tract (three cases), 
spleen (three cases), liver (two cases), uterus 
(two cases), lungs (one case), muscles (one case) , 
peripheral nerves (one case), bone marrow (one 
case), adrenals (one case), and mesenteric arteries 
(one case) as well as other organs. 


Perhaps Drs. McQuiggan and Bailey would 
conclude this discussion of periarteritis nodosa. 


Dr. McQuiccan: Periarteritis nodosa is a dis- 
ease which is seldom diagnosed during life. The 
clinical features are so protean that many other 
diseases may be mimicked. 


The lesions may be localized or may be spread 
throughout the entire vascular tree. It may either 
progress, as it apparently does in most cases, or it 
may heal and be discovered years later at the time 
of necropsy examination. It is because of the 
widespread character of the lesions that multiple 
systems may be involved and produce such a wide 
variety of clinical pictures. 


If the kidneys are involved there may be al- 
buminuria and often a rise in the blood pressure. 
This patient had a low blood pressure but did have 
some albuminuria. In patients with renal involve- 
ment, renal insufficiency and nitrogen retention 
usually occur in a few months. 


In many instances involvement of the gastro- 
intestinal arteries is present. This patient had in- 
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Fig. 6. Case 1, bone marrow. There is a marked eosinophilic 
infiltrate. In other areas there was necrosis of tissue, apparently 
the result of infarction (x150). 


farctions of the intestine which probably ac- 
counted for the prominent picture of pain at the 
time of the second admission. Occasionally one of 
these patients is explored because of the abdominal 
pains, a biopsy is removed, and the pathologist is 
able to establish the diagnosis. 

In general, the prognosis in these individuals is 
very poor. A few patients have been reported who 
have survived for many years, but the average 
duration of life for those who did not recover has 
been from six to twelve months. 


This patient was in a good state of health for 
fifteen months following her first period of hos- 
pitalization, and as a consequence I do not believe 
that she had periarteritis nodosa for the seven 
years of her recurrent attacks of diarrhea, chills, 
and fever, but that this lesion was probably pres- 
ent only during her final illness. 


Much or little can be said re 
garding the etiology of periarteritis nodosa. Some 
recent research may aid in determining the etiology 
of this lesion. Briefly, periarteritis has been pro- 


Dr. BaILey: 


duced experimentally in animals sensitized to 
foreign proteins,* in rats made hypertensive’ and 
has been found in humans following sulfonamide 
therapy,? especially in those who are clinically 


sensitive. 

The association between periarteritis nodosa and 
the arteritis accompanying such diseases as dis- 
seminated lupus erythematosis, rheumatoid «rth- 


(Continued on Page 215) 
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Glaucoma in General 
Practice 


By Ralph O. Rychener, A.B., M.D., F.A.CS, 


Memphis, Tennessee 


O THE AVERAGE practitioner of medicine 

who has no special interest in ophthalmology, 
chronic or wide angle glaucoma is the vague term 
of a disease which he hopes will never occur in 
any of his patients and which he is somewhat 
skeptical of recognizing if it does. Its diagnosis is 
highly technical and often difficult even by highly 
trained specialists, but since glaucoma is respon- 
sible for between 30 and 40 per cent of the blind- 
ness in this nation today, ophthalmologists must 
continue to speak about it on all possible occasions, 
and physicians should consider its presence as a 
possibility in many of their patients. 

Treatment must be instituted early if glauco- 
matous eyes are to be saved, for vision in eyes 
blinded by chronic glaucoma is never restored. 
But figures based on experiences at glaucoma 
clinics indicate that if the disease is discovered 
early and proper treatment begun at once, less than 
8 per cent of the eyes so affected become blind. 
Therefore it is important in the middle-aged pa- 
tient to be suspicious of glaucoma if the patient 
complains of transient attacks of blurred or smoky 
vision, of halos or rainbows about lights, or if there 
is eye pain or blurred vision after movies, in dim 
lights, or after periods of emotional stress and 
strain. One should always be particularly suspi- 
cious of the individual who has great difficulty with 
near work despite frequent changes in glasses. If 
there is a family history of glaucoma, all persons 
past forty should be suspect. Any patient with one 
or several symptoms listed above should be referred 
to an oculist for thorough glaucoma check-up, 
which includes a testing of visual acuity, an in- 
spection of the size of the pupil and its reaction, 
a study of the optic nervehead for early or ad- 
vanced pathologic cupping, a test of the intra- 
oculir pressure, or so-called tension, by instru- 
mentation, and, most important of .all, a_thor- 
Oug': study of visual fields, both peripheral and 
central, 

|’ the diagnosis of chronic glaucoma is once 
esta: ished, the general physician then becomes of 


Pt uted at the Eighty-fourth Annual Session of the Michigan 
ate \ledical Society at Grand Rapids, September 22, 1949. 
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inestimable value by corroborating the advice of 
the ophthalmologist to the patient. Glaucoma can 
be controlled, not cured. If medical treatment 
controls the intra-ocular pressure, the patient must 


use miotics regularly for the rest of his life. If 
uncontrolled by medical treatment, an operation is 
indicated, and valuable time must not be lost by 
delaying the decision. But many patients fail to 
realize the seriousness of the problem which con- 
fronts them, and all of us have had the sad experi- 
ence of making a diagnosis, instituting treatment 
which the patient neglected after a few months 
or a year, and having him turn up for a cataract or 
some other operation in the hope of relieving his 
glaucomatous optic atrophy from which he is 
completely blind. To obviate such tragedies, we 
now, in our office, give each patient, as soon as the 
diagnosis of glaucoma is made, a leaflet supplied 
by the National Society for the Prevention of 
Blindness. 


Rules for Glaucoma Patients 


1. Carefully follow your eye physician’s instructions 
and remember especially to return for re-examination at 
the appointed time. 

2. Consult him at once if you see rainbow-colored 
halos around lights, if the eye becomes painful, or the 
vision is blurred, or sight impaired in any way at all. 

3. Avoid as much as possible excitement, anger, worry, 
fear or disappointment. 

4. Take care that bowel movements are regular. 

5. Avoid tight-fitting clothes—a tight collar, corset, 
or belt. 

6. Keep your blood circulation active. If occupation 
compels you to sit the entire day, take a long but not 
too tiring walk before and after work. 

7. Keep your teeth clean and healthy; pay attention 
to acute or chronic colds. 

8. Limit drinking coffee and tea (not too strong) to 
one cup a day. Avoid alcoholic drinks. 

9. Keep bedroom well ventilated and at moderate 
temperature; around 70 degrees (Fahrenheit). 

10. Avoid dark rooms as much as possible. Go to 
movies only if your physician permits. Remain at the 
movies for only one feature, and, if possible, choose 
subjects that are not depressing or upsetting for you. 





11. Do not use any drops or eye washes without con- 
sulting your eye physician. They may be very harmful. 

12. Have a periodic (yearly) examination of your 
entire body by your family physician. 


We ask the family physician to reiterate the 
importance of these rules at every possible oppor- 
tunity. 

Thus far we have considered only chronic glau- 
coma, the insidious disease that comes on so gradu- 
ally and with such few dramatic symptoms that 
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often the process is not recognized until one eye is 
almost or totally blind. In this type of glaucoma, 
the general physician is a keen diagnostician if he 
recognizes, by finger tension or the patient’s history, 
an elevated intra-ocular pressure and gets the pa- 
tient to special attention in time to save vision. 
But his responsibility is much more acute and 
specific in three other types of glaucoma, which 
are all emergencies in which delay of a few hours 
to a few days means irretrievable loss of sight. 
The first and most important of these is acute 
glaucoma. Frequently preceded by transient at- 
tacks of blurred vision or halos about lights, about 
which the patient complains little, an acute attack 
is precipitated by an emotional crisis such as an 
unexpected death in the family, an elopement or 
a financial disaster. In these patients there is an 
anatomical abnormality in the chamber angle of 
the eye. The angle is narrow; any dilation of the 
pupil embarrasses the exit of aqueous through the 
sclero-cornéal trabeculae and the canal _ of 
Schlemm; the intra-ocular pressure rises rapidly 
and to fantastic heights, and if relief is not ob- 
tained promptly by powerful miotics or surgery, 
the eye is blinded within a matter of a few hours 
or, at most, several days. When seen because of 
pain in the eye, forehead or general trigeminal 
region, accompanied by blurred or complete loss 
of vision, the eye ball may be injected although 
not necessarily so; the anterior chamber is very 
shallow, the pupil dilated to 4 mm. or larger, 
inactive and sometimes irregular in outline, and 
the eye is stony hard to the finger tension test. 
This patient requires immediate hospitalization 
and the services of an eye surgeon, for narrow 
angle glaucoma is ultimately a surgical problem. 
Iridectomy in this condition gives brilliant results, 
although if seen in the first few hours, an attempt 
to abort the attack with strong miotics, the icebag, 
retrobulbar injection of procaine and the intra- 
venous use of hypertonic solutions is justified. Un- 
fortunately, the clinical picture is not always clean- 
cut; scleral injection is sometimes mistaken for 
ciliary injection; the diagnosis is confused with 
iritis; atropine instead of miotics is prescribed, and 
the pupil is dilated still further—fuel added to the 
fire—and by the time the patient is seen by the 
oculist, the eye is totally and permanently blind. 
The author is glad to relate that such ophthal- 
mological tragedies no longer occur in the same 


proportions as of twenty-five years ago, testifying 
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to the ever-increasing improvement of the Ameyj. 
can man of medicine. 

The second group is one of relative rarity, but 
because the pediatrician or general practitioner 
always sees these cases first, and since they too are 
emergencies, it seems pertinent to say just a word 
about congenital glaucoma. In this disease babies 
born with normal appearing eyes may in the first 
few weeks or months of life show a cloudiness of 
the cornea. This may at first be transient as the 
intra-ocular pressure rises acutely and then as 
drainage of aqueous is accomplished, the cornea 
clears. But soon the edema of the cornea persists, 
the intra-ocular pressure mounts, the anterior 
chamber angle widens, the cornea and globe en- 
large, and we have ultimately a keratoglobus or 
buphthalmus with loss of vision. The condition is 
due to a congenital abnormality of the chamber 
angle, and surgery, before enlargement of the globe 
and blindness, is the only recourse. In the primary 
stage of the disease almost any decompression oper- 
ation will be effective but goniotomy seems to 
give the most permanent effect. 


The last group which demands your attention 
is that of traumatic hyphemia. The patient usually 
suffers a direct trauma to the eyeball, ranging from 
trivial to severe contusions, which causes a hemor- 
rhage into the anterior chamber. Usually atropine 
is instilled, the patient cautioned to be quiet, and 
in three to five days a secondary hemorrhage, more 
severe than the first, packs the anterior chamber 
with clotted blood, causing interference in the 
filtration angle, and the intra-ocular pressure rises 
acutely with severe pain. 


If paracentesis of the cornea is not done within 
a few hours, bloodstaining of the cornea and optic 
atrophy due to the secondary glaucoma are the 
end result. Paracentesis releases the temporary 
embarrassment of the filtration apparatus, and the 
use of miotics controls the tension and for some 
reason seems to prevent further severe hemor- 
rhages. Patients who suffer ocular contusions with 
hyphemia should be confined strictly to bed, given 
pilocarpine instead of atropine, and preliminary 
arrangements consummated to hospitalize them in 
the care of an eye surgeon should secondary hem- 
orrhage occur. 


Summary 


1. Certain symptoms are listed which should 
make the general practitioner suspicious of chronic 


(Continued on Page 240) 
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Antihistaminic Drugs 


Oral, Parenteral and Topical Uses in 
Allergic Diseases 


By Samuel J. Levin, M.D., and 
Selma S. Moss, M.D. 


Detroit, Michigan 


ENADRYL and pyribenzamine, the first anti- 

histaminics produced in this country, have 
been followed by many similar drugs, evolved by 
pharmaceutical laboratories, each with claims of 
greater superiority and lesser percentage of side 
reactions. These compounds (with the exception 
of thephorine*) are phenolic ethers closely related 
structurally to benadryl and pyribenzamine.** All 
are of considerable value for the symptomatic re- 
lief of allergic symptoms, particularly hay fever 
and urticaria. They are of some value, but less 
so, in asthma, allergic rhinitis, migraine, Méniére’s 
syndrome and the allergic dermatoses. 

This entire group of drugs exhibits similar phar- 
macological properties in varying degree. They 
all antagonize the physiological effects of histamine 
in experimental animals. They prevent histamine- 
induced contraction of the smooth muscle of the 
bronchi and intestines, and abolish the effect of 
histamine on blood pressure and capillary permea- 
ability. They are all effective in preventing his- 
tamine-induced anaphylactic shock and to a lesser 
degree are effective against other types of induced 
anaphylaxis. 

The use of antihistaminic drugs in the allergic 
diseases is based upon a theory which is yet to be 
conclusively proven. This theory postulates the 
liberation of histamine as a result of the union of 
the allergen and the sensitized cell in the shock 
organ. The resultant reaction supposedly produces 
histamine, plus other physio-chemical changes in 
the cell itself. Histamine liberation, as a result of 
the allergic reaction, cannot alone explain all the 
symptoms of allergy. 

Clinically it is thought that the antihistaminic 
drucs operate by blocking the union of histamine to 


*Hoffmann-La Roche. 


* - »s . . . . 
e following chemical compounds are similar in structure to 


ie | and pyribenzamine, formulas of which are shown in Figure 
» “ng with thephorin for comparison. 

ane NE sessesssesssescesansssnnnnneessesy RRM BUNUN oasccccscessnnsscspseavseasens Warner 
N FMD cn-sencrsennsanosionvenuens Merrill IN, soos coeccseccnccctiene Schering 
POPHAN COEIND oo. cosscacscessseoinsens Merck 

Neo-|.«tramine ................. Wyeth  Thenylene ................:00 Abbott 
Histac' +] ....Lilly Chlor-Trimeton............... Schering 
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the sensitized cell. They do not directly neutralize 
histamine nor prevent its formation. 

The failure of these drugs to be universally ef- 
fective only serves to emphasize the inadequacy 
of the histamine theory as a complete explanation 
of the allergic reaction. Nevertheless, these drugs 
which are able to neutralize the pharmacological 


effects of histamine have proven themselves of 
great value in the relief of allergic symptoms in 
some patients. Our clinical experience with the 
antihistaminic drugs indicates that they are all ef- 
fective to some extent and are extremely useful in 
the treatment of allergic symptoms. Some are 
more effective than others in a given patient, but 
none are universally and totally effective in all 
patients. There is actually no method of deter- 
mining in advance which is “the best” antihista- 
minic for any given patient. In prescribing such 
a drug, one should keep in mind the great indi- 
vidual variation in response. There is also a 
great variation in the frequency and importance of 
side reactions. 


Side Reactions 


The tendency to produce side reactions remains 
one of the serious disadvantages in the use of all 
the drugs in this group. The most important side 
reaction encountered with these drugs is drowsi- 
ness, which seems to occur with some of these 
agents more frequently than with others, and in 
some patients more than in others, regardless of 
the drug used. 

In our previous study of benadryl, numerous side 
reactions were listed as follows, and they are met 
with to some extent in using this entire group of 
drugs. 


Drowsiness Numbness Hot flashes 
Weakness Cold extremities _Pallor 

Stupor , Jitters Nausea 
Narcolepsy Collapse Bad taste 
Confusion Exhaustion Dry mouth 
Somnambulism Palpitation Sore tongue 
Dizziness Irritability Blurred vision 


Indigestion Agegravation of allergic symptoms 


The depressing effect of the antihistaminic drugs 
in some patients is not always disadvantageous in 
treating allergic diseases when a sedative effect is 
desirable, especially for the relief of nighttime 
symptoms. 

In order to overcome the drowsiness, when un- 
desirable, cerebral stimulants such as dextro-am- 
phetamine, desoxyephedrine and caffein can be 
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prescribed when indicated during the day, especial- 
ly in adults. 

Thephorin is characterized by a structure to- 
tally different from the other antihistaminic drugs. 
Numerous observers have found this drug to pos- 
sess marked antihistaminic activity and to produce 
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would prefer benadryl or one of the older anti- 
histaminic agents. It is frequently advisable 
order thephorin for daytime use and one of the 
more sedative antihistaminics for evening and 
nighttime use. All patients taking antihistaminic 
drugs should first be given a trial dose in the eve- 


Cd rir f CH -N Cao 0, 
Ny. CH2-CH2-N (-0- wan 
Cy \ CY \ 
PYRIBENZAMINE BENADRYL THEPHORIN 
Fig. 1 


less drowsiness than the older group of antihis- 
taminics. These reports indicate that many of the 
side effects observed with thephorin are due to 
its stimulating effect on the central nervous sys- 
tem, resembling similar effects produced by ephed- 
rine and amphetamine. 

In a series of 170 adult cases we have been able 
to confirm the fact that thephorin is a very effec- 
tive antihistaminic agent. The side reactions, when 
they occur, are chiefly those of central nervous 
system stimulation. Thephorin in children is also 
very effective, but in our series of 109 allergic chil- 
dren was found to be more sedative than stimulat- 
ing, in contradistinction to its action in adult 
patients. 

Approximately 10 per cent of all patients using 
antihistaminics are forced to discontinue the use 
of these drugs because of severe side reactions. Side 
reactions of lesser but sufficient degree to be an- 
noying occur in 35 per cent to 65 per cent of pa- 
tients using antihistaminic drugs and constitute 
the greatest disadvantage in the continued use of 
this method of therapy for the control of allergic 
symptoms. In a relatively small number of cases 
a tolerance for an antihistaminic drug can be es- 
tablished by persistent use of small doses so that 
eventually side reactions do not occur. However, 
at the same time it has been found that the drug 
frequently loses its effect after long usage. 

In the selection of an antihistaminic drug for any 
given patient, several considerations should be kept 
in mind. When a sedative effect is desired, one 
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ning at home, to determine the tendency to side 
reactions, and should be warned as to their use 
during the day, especially in regard to the danger 
of driving an automobile while under their in- 
fluence. 


4 


Hay Fever 


There is no doubt as to the great value of these 
drugs in hay fever, especially the milder forms, 
and those uncomplicated by asthma. They give 
relief in about 65 per cent of cases of mild hay 
fever. They are much less effective in severe cases 
of hay fever, and for these patients specific de- 
sensitization, preferably in advance of the season, 
remains the method of choice. 

These drugs are of value in the control of 
symptoms while specific desensitization therapy is 
being instituted, and there is some evidence that 
small doses of the antihistaminic agents enhance 
the results of simultaneous specific treatment. 


Asthma 


There is accumulating evidence that the anti- 
histaminic drugs, although of considerable value for 
hay fever, do not prevent the development of 
asthma due to pollen in many of these patients. 
They are much less effective also for the treatment 
of asthma than for hay fever. Combinations of 
the antihistaminic drugs with other medications 
seem to be more effective than antihistammics 
alone. One of the best of such combinatiors 15 
hydryllin (Searle), containing benadryl and .1i- 
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nophyllin. This drug is also available with rac- 
ephedrine which may be more useful in some in- 
stances. Similar combinations, containing ephed- 
rine, aminophyllin and an antihistaminic, are fre- 
quently effective in simple asthma, not compli- 
cated by respiratory infections. In the latter type 
of asthma with infection, frequently termed asth- 
matic bronchitis, and commonly seen both in adults 
and children during the winter months, antihis- 
taminic therapy is of practically no value. Here 
one must rely for symptomatic relief on the older 
group of anti-allergic drugs, antibiotics and chemo- 
therapy. Several new preparations (orthoxine-Up- 
john and nethaphyll-Merrill) , containing synthetic 
ephedrine-like drugs, are of value for some of 
these patients and have the advantage of not pro- 
ducing side reactions which frequently occur with 
ephedrine. 


Urticaria and the Allergic Dermatoses 


All the antihistaminics are of considerable value 
for this group of patients, but again the results 
are generally unpredictable and may be disap- 
pointing. These drugs may alleviate the pruritus 
and often give considerable relief. They are 
especially useful for episodes of short duration but 
do not obviate the necessity for a thorough search 
for etiological factors, in the face of persistent 
symptoms. 


Perennial Allergic Rhinitis 


The antihistaminics are of very little help in 
most cases of chronic. allergic rhinitis (vasomotor 
rhinitis). Occasionally patients report definite im- 
provement with some of these medications, but in 
the opinion of most observers, less than 50 per 
cent of such cases receive as much as 50 per cent 
benefit. Thorough study of allergic and other 
etiological factors, followed by specific avoidance 
and treatment directed towards the causes, still 
remains the method of choice in treating this dif- 
ficult syndrome. 


Migraine 


On the whole, the antihistaminic drugs are very 
disappointing for migraine. Benadryl is still one 
of the best of the group for this purpose, partly 
because of its strong sedative effect. But clinical 
trial with several of these agents in turn may be 
necessary to determine which drug, if any, is of 
value for relief in any given patient. 


Fesruary. 1950 
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Prevention of General Reactions 


Most of the drugs of this group can be used to 
avoid general reactions in patients receiving spe- 
cific treatment with pollen or other antigens to 
which they are hypersensitive. We have found that 
small doses of such drugs have enabled us to ad- 
minister, without reaction, increasing dosages of 
such extracts in patients previously very suscepti- 
ble to reactions. For these patients we have ad- 
vised one of these drugs to be taken fifteen to 
twenty minutes prior to the injections. Again 
only by trial and error can one select “the best” 
for any given patient. 


Parenteral Use of Antihistaminic Drugs 


A number of these agents are available in solu- 
tions for parenteral administration. We have had 
clinical experience with the following injectable 
preparations: 


I isis sncisconiciiecnienscinennaniatlsamabinaaiiel 10 mg. per c.c. 


a Le TT 25 mg. per C.c. 
EE fiticntevitanitnncnGammenn 25 mg. per c.c. 
SI essicsiterntsnei minis iaeconabonnianiacaieatae 50 mg. per c.c. 
NIE snsiiircesinsacanvnicrunniasanccahieesiiaiienasiveliaa 25 mg. per c.c. 


In general, side reactions, if they occur from oral 
administration of these drugs, are more pro- 
nounced with parenteral use. Benadryl is par- 
ticularly contraindicated parenterally in patients 
with a tendency to hypertension. We have found 
several of these drugs of value in preventing gen- 
eral reactions from pollen treatment, when the 
oral administration of antihistaminics was not too 
effective or could not be tolerated because of 
gastrointestinal symptoms. These drugs are also of 
considerable value in the treatment of general re- 
actions, and are useful for patients having an idio- 
syncrasy to epinephrine. They may be helpful in 
status asthmaticus when epinephrine has lost its 
effect. All such drugs for parenteral use should be 
tried at first with extreme caution. Severe side 
effects characterized by dizziness, nausea, severe 
drowsiness or headache have occurred with all of 
them in our hands. It is advisable that the first 
dose of any of these preparations be 1/10 to 4 
the usual therapeutic dose. If no untoward reac- 
tion occurs within ten minutes, therapeutic doses 
can be administered. We have found that antistine 
is the least potent of these agents for parenteral use, 
but also the least likely to produce untoward side 
effects. 

All of these injectable antihistaminics are of 
use in the control of acute urticaria and pruritus 
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when oral administration is either ineffective or 
produces gastrointestinal symptoms. 


Local Effect of Antihistaminic Ointments 


We have had the opportunity of observing the 
effect of a number of antihistaminic agents incor- 
porated in water-washable creams or ointments for 
pruritus. 

The antihistaminic agents that we have used in 
this fashion are benadryl, pyribenzamine, histady]l, 
thephorin, and trimeton maleate. They are all 
useful for the relief of itching. In our experience 
thephorin ointment is superior to the other anti- 
histaminic agents for this purpose. Thephorin in 
ointment form has a temporary burning effect on 
broken or irritated skin. It should not be used on 
weeping areas. It is however nonirritating on mu- 
cous membranes, and we have found it of great 
value in the relief of pruritus ani et vulvae. 

Our experience with such local application is 
similar to that with the oral use of these drugs. 
Some patients respond to one better than another, 
and only by clinical trial can “the best” one for any 
individual be determined. The antihistaminic 
creams or ointments can often be advantageously 
combined with tar or other medicaments for topi- 
cal application. 


Topical Intra-Nasal and Ocular Uses 


A number of antihistaminic agents are available 
for use in the eye and nose. We have found antis- 
tine opthalmic of considerable value for palliative 
relief of ocular itching. It causes a burning sensa- 
tion in many patients, forcing its discontinuance. 
Pyribenzamine nasal solution has also been useful 
but occasionally produces local irritation and is not 
tolerated by some patients as well as some of the 
older decongestants. Again one can only emphasize 
that the value of the antihistaminics is very un- 
predictable; they may not be tolerated and are not 
consistently effective. 


Summary 


It is important to keep in mind that the anti- 
histaminic drugs, although extremely valuable 
additions to the measures available for the treat- 
ment of allergic diseases, are in no sense constant 
in their action, even in the same patient. They 
are especially useful for minor allergic manifesta- 
tions but may not prevent the development of 
asthma. The occurrence of side reactions remains 
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an important disadvantage in their use. They are 
by no means curative. The persistence of allergic 
symptoms still demands careful and thorough study, 
by all available methods, of all etiological factors, 
followed by specific treatment and/or elimination 
of such causes. 
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RADIO AS A PUBLIC RELATIONS 
MEDIUM 
(Continued from Page 139) 


sity of Michigan, Wayne University and the mem- 
bership of the Michigan State Medical Society. 

Professor Waldo Abbot of the University Broad- 
casting Service supervises the production of the 
programs which are broadcast as live programs 
through WUOM in Ann Arbor and WKAR, East 
Lansing. Transcriptions are made at the time 
of broadcasts, which in turn are sent to inde- 
pendent stations in many parts of Michigan. 

The “Medical Talks” series is available for 
broadcast on any station through request to John 
M. Sheldon, M.D., Chairman, Scientific Radio 
Committee, MSMS, 2020 Olds Tower, Lansing. 
Local arrangements for broadcast, however, should 
be completed by local medical societies or local 
doctors of medicine. 

The third category of radio programming and 
planning is the most important, for it presents the 
local doctor and his activities to listeners who are 
his patients. The implementation of locally pro- 
duced programs is a matter for public relation or 
radio committees in local medical groups. Once 
time has been secured, materials and advice are 
available on the state level, although it will be 
found that local radio station managers and pro- 
gram directors are willing to co-operate on the 
production of such presentations over their sta- 
tions. 

Among county medical societies who have 
achieved notable success through programs of their 
own planning are those of Muskegon, Washtenaw. 
Wayne, Bay, Saginaw and Ingham. Additionally, 
other county groups have aired special programs 
on different occasions. 

At the present time, there are many transcribed 
radio programs available for use by local organiza- 
tions. Information will be supplied upon request 
to the Michigan State Medical Society, 2020 Olds 
Tower, Lansing, Michigan. 


JMSMS 








Co 
Di: 


shot 
and 
exp 
ant 
fect 
its 


anc 
ter] 
dist 
dia 
tox 
gal 
pel 
bee 
wa 
pri 
wh 
de 
tre 
pu 








Use of Aureomycin in 
Common Respiratory 
Diseases 


By Edna W. Schrick, M.D. 
Holland, Michigan 


T HAS BEEN the hope of physicians and their 

patients that some drug would be found to 
shorten the course of upper respiratory diseases 
and prevent serious sequelae. This report presents 
experience in this field with aureomycin.* ‘This 
antibiotic was used because of its wide anti-in- 
fectious spectrum, its ease of administration and 
its high degree of safety. 

In the past, physicians have used sulfadiazine 
and penicillin as a means of preventing the bac- 
terial complications that may follow respiratory 
diseases. The widespread use and study of sulfa- 
diazine, however, has shown that it may be too 
toxic for prophylactic use and that bacterial or- 
ganisms may become sulfonamide-resistant. Mass 
penicillin prophylaxis for respiratory diseases has 
been tried with negative results. When aureomycin 
was found to be therapeutically effective against 
primary atypical pneumonia, a respiratory disease 
which hitherto had no specific treatment, it was 
decided to try to find aureomycin’s role in the 
treatment of possibly related diseases of the res- 
piratory tract. 

The dosage in this experiment, for infants and 
children up to ten years, was 25 mg. per kilo- 
gram of body weight, in twenty-four hours (in four 
doses) ; for adults, 250 mg. every six hours (1000 
mg. in twenty-four hours). 

Several classifications of the respiratory diseases 
have been made, and I shall follow that of J. H. 


Dingle! with several additions and modifications. 


Group I.—The common cold, which is a limited afe- 
brile respiratory illness, characterized by coryza of the 
eyes and nose and catarrhal infection of the sinuses. 


Group II.—Nonbacterial exudative tonsillitis and 
pharyngitis (probably more frequent than _ bacterial 
exudative tonsillitis). This is a disease of sudden onset, 
with sore throat, fever, headache, anorexia, hoarseness, 
and cough. If tonsils are present, they are enlarged, 
injected, and in twenty-four to forty-eight hours are 
covered with a pin-point, yellowish exudate. If the 


*Acknowledgment is hereby made to the Lederle Laboratories, 
Division of American Cyanamid Co., for furnishing the aureomycin 
used in this study. 
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patient has had his tonsils removed, lymphoid follicles 
on the posterior pharyngeal wall and nasopharynx are 
enlarged, reddened, and covered with a similar exudate 
described on the tonsils. This illness may last several 
days to several weeks, depending on the individual pa- 
tient and not apparently on the form of therapy. In 
numerous cases, the cervical glands become involved, 
and for this reason alone, it behooves the attending 
physician to prescribe medication prophylaxis to secon- 
dary bacteria] invaders. 


Group III.—Acute respiratory disease, which has an 
incubation period of five to six days, followed by fever, 
chills, headache, and mild sore throat. It is difficult to 
separate this group from the second group, except by 
repeated physical examination of the throat. While the 
throat is sore and generally infected, no exudate de- 
velops during the course of this milder illness. 


Group IV.—Primary atypical pneumonia, a disease of 
an insidious onset, with development of malaise, fever, 
and cough. X-ray findings are characteristic of pneu- 
monitis of lobular or lobar extent. 


Group V.—Acute infectious croup, recognized by 
symptoms of respiratory infection plus hoarseness and a 
paroxysmal, barking cough. If pulmonary involvement 
is severe enough, respiration becomes shallow and rapid, 
and cyanosis may result. This syndrome may be divided 
into those cases of probable virus origin and those of 
bacterial causes. 


Group VI.—Primary bronchitis, a respiratory disease 
which begins with a dry cough and may be accom- 
panied by fever. Physical findings are limited to a few 
coarse rales in the chest, but x-rays of chest show no 
abnormalities. 


Group VII.—Acute otitis media, a disease of the 
middle ear, which causes earache and fever. Accumula- 
tion of infected mucus in the middle ear may lead to 
pus formation with rupture of the drum and drainage 
of the purulent material. 


In Group I (the common cold) only four cases 
were treated in this series, due to the fact that the 
study was done during May, June and July, when 
the common cold is at low ebb. No complications 
followed the cold, and the upper respiratory in- 
fection seemed to be milder and of shorter dura- 
tion. 

In Group II (nonbacterial exudative tonsillitis 
and pharyngitis) thirty cases were seen in all 
stages of development and treated with aureomy- 
cin with the following results: Twenty-six cases 
were afebrile in forty-eight hours and showed im- 
provement, with return to full activity in four 
days. No complications followed these cases that 
were treated early in the course of their disease. 
Two cases lasted a week, with temperature drop- 
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ping by lysis, and gradual improvement was not 
attributed to aureomycin, as both children took it 
for only two days. The drug produced nausea and 
vomiting, a side reaction the parents of both chil- 
dren felt was too severe to warrant the continua- 
tion of its use. The remaining two cases had been 
given penicillin before aureomycin was tried, and 
it required two weeks, one on penicillin and one on 
aureomycin, before symptoms completely disap- 
peared. 

It is my belief to date that this is the antibiotic 
of choice in treating Group II, for several reasons: 


1. Sulfadiazine is more toxic than aureomycin. 


2. Aureomycin-resistant strains of organisms are 
probably less commonly met with than those re- 
sistant to penicillin. 


3. Aureomycin covers a wider range of suscepti- 
ble bacterial organisms, including certain rickett- 
sial and viral agents. 


In Group III (acute respiratory disease) two 
children and two adults were treated, and their 
immediate recovery could be attributed to the 
natural short course of the disease and to a pre- 
vention of complications by the use of aureomycin. 
All patients reported they felt normal in twenty- 
four hours after treatment with aureomycin. 

In Group IV (primary atypical pneumonia) 
only one case was treated for five days on aureo- 
mycin with clinical improvement as shown by re- 
duced fever and cough, but no x-ray improvement. 

In Group V (acute infectious croup) seven cases 
were studied during a wave of infections of un- 
known but probable viral etiology. Because no 
diphtheritic membrane or severe _ supraglottic 
edema, due to H. influenzae was seen, it was con- 
cluded that these were cases of acute nonbacterial 
infectious croup, possibly of viral (?) origin. All 
but one case showed a decrease in fever and cough 
within twenty-four to thirty-six hours. The one un- 
improved infant of three months had so much 
nausea and vomiting on taking aureomycin that 
it had to be discontinued. In the fall and winter 
of 1948-49, a penicillin study on prevention of 
colds in cold-susceptible children was done (100,- 
000 units of penicillin orally twice a day from 
October to April). During February and March 
of 1949, there was an epidemic of croup which 
the daily penicillin did not prevent, and which 
treatment with penicillin, by mouth and/or intra- 
muscularly, did not cure. The wheezing cough 
and fever continued for about seven days, until 
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the disease had run its course. Aureomycin was 
not tried on this series of cases, but when the same 
symptoms reappeared this summer, aureomycin 
was used in treatment and helped (six out of 
seven cases mentioned above) after twenty-four 
hours of administration. 

In Group VI (primary bronchitis) nine patients 
were given aureomycin. Seven of the nine pa- 
tients were children from ten months to ten years 
of age, and two cases were adults. One adult who 
had one week of penicillin therapy before institut. 
ing aureomycin therapy for a seven-day period 
did not show any improvement. One child did not 
improve after one week of aureomycin treatment. 
Six children and one adult did show a striking 
decrease in coughing within two days and were 
not coughing one week after onset of illness. 

In Group VII (otitis media) two cases of early 
catarrhal otitis media were treated with aureomy- 
cin and showed a complete subsidence of symp- 
toms within twenty-four hours. One adult with 
purulent otitis media failed to respond to aureomy- 
cin, and one child with bilateral otitis media im- 
proved after one week of combined therapy with 
penicillin, sulfadiazine, and aureomycin. These 
last two cases had had a history of chronic ear 
troubles, and these present infections were precipi- 
tated by swimming. 


Probatory Trials 


In the course of first experience with a new 
therapeutic agent, it is customary to make pro- 
batory trials upon widely scattered and_intrac- 
table conditions. For this reason, aureomycin was 
given to eight patients with varied conditions. 


1. A  fifty-three-year-old white woman, with 
laryngitis, fever, and malaise, was cured in two 
days. 

2. A child with chronic rhinitis and sinusitis of 
one month’s duration responded favorably to au- 
reomycin within six days. 


3. A three-year-old boy with attacks of bron- 
chial asthma since infancy showed rapid improve- 
ment with orthoxine and aureomycin. This pa- 
tient had attacks of asthma only associated with 
an upper respiratory infection, and it was my im- 
pression, therefore, that he probably had an allergy 
due to infection. For this reason, orthoxine was 
given to relax the bronchiolar spasm, and aureo- 
mycin, to conquer the infection. This child’s 
mother now wants to have the “gold capsules” on 


JMSMS 





Fe: 






vas 
me 
cin 

of 
yur 


nts 


lew 
TrO- 
‘ac- 
Nas 


ith 


‘wo 


- of 
au- 


ve- 





hand to treat all the child’s colds because it 
helped him so much. 

4. A female patient, thirty-eight years of age, 
with a history of rheumatic aches and pains for 
six years, remitting and variable in intensity, prob- 
ably due to a chronic sinusitis, became nauseated 
ai developed a diarrhea after three days of treat- 
ment with aureomycin. The diarrhea caused a re- 
currence of hemorrhoids, a fact which should warn 
physicians to use aureomycin with caution when 
treating patients who have hemorrhoids. The 
patient’s rheumatic symptoms subsided so much 
that she was pleased with the results. 

5. A five-year-old girl, suffering from a lung 
infection caused by a piece of peanut that had 
been left after bronchoscopy was given, was given 
aureomycin. The mother reported that the ear, 
nose and throat specialist who had done the bron- 
choscopy had stated that the child could take no 
more penicillin and sulfadiazine. After two days 
of aureomycin therapy, the parents said the im- 
provement was miraculous. The child’s cough 
and fever subsided, and her appetite returned. Of 
course, the rest of the peanut was removed, and 
the child recovered. 

6. A seven-year-old boy with greatly enlarged 
tonsils and adenoids had recurring attacks of up- 
per respiratory infection with fever and tender 
cervical glands. No permanent improvement could 
be expected in this case until the tonsils and ade- 
noids were removed, but aureomycin cleared up 
the infection so that a tonsillectomy and adenoi- 
dectomy was possible. 

7. A two-year-old female infant, with chronic 
cystic fibrosis of the pancreas, complicated by pul- 
monary fibrosis, was among those treated with 
aureomycin, during the last two respiratory epi- 
sodes before death. I first saw this child at the 
age of six months, with a severe upper respiratory 
infection, fever, cough, and vomiting. Chest x-ray 
revealed an atelectasis of the right upper lobe. The 
patient was referred to the pediatric department 
of the University of Michigan. A diagnosis of 
chronic cystic fibrosis of the pancreas was made, 
and a schedule of treatment was started which was 
followed until the child expired. Penicillin inhala- 
tion treatments were given every four hours, and 
a special diet with pancreatin was used. In spite 
of the best treatment known today for chronic 
cystic fibrosis of the pancreas, this patient’s course 
was constantly down-hill. Penicillin was given in- 
tramuscularly as well as by inhalation for each 
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respiratory infection, but failed to prevemt pul- 
monary fibrosis and death. Aureomycin was used 
during the last two febrile respiratory episodes and 
also failed. It has been reported to me that aureo- 
mycin has been successful in similar cases when 
used in the earlier stages of the disease. 

8. Ina case of diverticulosis of the colon, aureo- 
mycin plus sulfathalidine was used early in an at- 
tack of diverticulitis. Sulfathalidine alone and 
aureomycin alone, and in combination, had been 
tried previously, but at a late stage in the attack, 
without noticeable results; but when these two 
drugs were used early in the attack, in combina- 
tion, the attack was aborted. 

An important use of aureomycin may be in pre- 
paring children for tonsillectomies when they have 
chronically infected tonsils and adenoids as de- 
scribed in this report. 

Nausea and vomiting occurred in 11 per cent 
of cases treated. A certain percentage of sick adults 
and children vomit. Therefore, the fact that 11 
per cent of these patients were nauseated and vom- 
ited after taking aureomycin does not necessarily 
mean that the aureomycin was,to blame. 

In view of the fact that aureomycin, in this 
series of sixty cases, apparently shortened the clin- 
ical course of the common respiratory diseases and 
prevented their sequelae, it deserves further con- 
sideration and trial. 


Reference 
1. Dingle, J. H.: J.A.M.A., 136:1084, 1948. 
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PSITTACOSIS TREATED WITH 
PENICILLIN AND CHLOROMYCETIN 
(Continued from Page 183) 


present. The infection was contracted from a pet 
parakeet which, though apparently not previously 
ill, died shortly thereafter. Diagnosis was verified 
by complement fixation tests with psittacosis anti- 
gen. 

It is manifestly impossible to evaluate ac- 
curately the relative roles played by penicillin and 
chloromycetin in this patient’s recovery, but it is 
our impression that the chloromycetin, which was 
added when her condition was critical and after 
she had received 2.2 million units of penicillin, was 
in great measure responsible for her recovery. 
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FOREARM TRACTION APPARATUS—HART AND BLANCHARD 


Forearm Traction Apparatus 
for General Practitioner 


By R. K. Hart, M.D., 
Croswell, Michigan, 


and 


E. W. Blanchard, M.D., 
Deckerville, Michigan 


OR THE VARIOUS fractures of the forearm 

that require sustained traction in the longi- 
tudinal axis of the radius or ulna, or both bones, 
to reduce the fracture and apply a splint or cast, 
we have used for the past three years a simple 
effective apparatus and a new device for exerting 
traction on the fingers and thumb against a fixed 
and flexed upper arm. The general practitioner 
who frequently must work without assistance in his 
office will find this method can produce excellent 
results. 

Caldwell’s wire finger trap was a method of 
maintaining constant traction on the fingers and 
thumb to reduce Colles fractures or other fractures 
Carothers and Boyd? first used 
the finger trap on all five digits for reduction of 
Colles They gradually reduced the 
number of digits used until the thumb alone was 
used with the finger trap against a fixed flexed 
Chaffin® devised a hand plate with a 
strap around the wrist and one around the finger 
to allow pull on the hand. Traction was obtained 
by a set of pulleys attached to a fixed point and 
to the distal end of the hand plate. 

Our method consists of the use of latex tubing. 
This tubing is soft, pliable and can be easily rolled 
onto a test tube and then rolled onto the fingers 
and thumb. When pulled tautly, the tubing clings 
tighter to the fingers. As much as 20 pounds of 
traction for each digit can be exerted upon the 
tubing. 


of the forearm. 


fractures. 


forearm. 


We use a brass tubular apparatus, as illustrated, 
to exert and maintain traction upon the fingers and 
thumb against the fixed flexed upper arm, which is 
held fixed by the metal plate on one end of the 
tubular apparatus against the upper arm. 

Our method of precedure consists of x-raying 
the fracture site, and with the patient in a prone 
position a light short anesthetic may be adminis- 
tered, such as vinethane (rarely have we had to 
use any anesthetic). During the anesthesia, if there 
are impactions, they are broken up, and stocking- 
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ette is applied from the elbow to the proximal ip. 
terphalangeal joints. The thumb is_ inserted 
through an opening made in the side of the stock. 
ingette. Five pieces of latex tubing, ten inches long, 
with a small weight inserted in one end of each, are 
now rolled onto the thumb and fingers. The 





Figures 1, 2 and 3. 
metal plate of our traction apparatus is placed 
against the distal part of the upper arm, and the 
tubing on one finger at a time is pulled tautly and 
wound around the rotating traction bar. The small 
weight in the end of the latex tubing prevents it 
from unwinding. 


The latex tubes are so placed as to maintain 


ulnar deviation. With traction maintained con- 
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THORIUM-X ALPHA RAY—ARONSTAM 


stant, manual molding or reduction can be ac- 
complished. A circular plaster cast is applied from 
the distal palmar crease to one inch distal to the 
elbow. If the Cotton-Loder position of full flexion, 
ulnar deviation and full pronation is desired, this 
can be done while the plaster is still wet. As soon 
as the plaster begins to harden, the latex tubes 
are rolled off the fingers and thumb. X-rays 
may be taken with the arm in traction or after- 
wards. Constant movement of the fingers and 
thumb is urged to prevent undue constriction of 
the cast. Seldom has it been necessary to bifurcate 
these casts. 


Summary 


1. No assistance is necessary in using this method. 

2. The forearm is readily accessible to the ap- 
plication of a cast and for x-raying it. 

3. Constant traction is maintained at all times 
for x-raying wrist and applying cast. 

4. One apparatus can be used for all ages and 
all sizes of arms. 


References 
1. Caldwell, J. A.: Device for making traction on fingers. 
J.A.M.A., 96:1226, (April 11) 1931. 
2. Carothers, R. G., and Boyd, F. J.: Thumb traction technic 
I aaa of Colles fractures. Arch. Surg., 58:6, (June) 
1949. 


3. Chaffin, Rafe C.: Am. J. Surg., (Feb.) 1949. 
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CLINICAL PATHOLOGIC CONFERENCE 
(Continued from Page 204) 


ritis, rheumatic fever, certain forms of purpura, 
some types of glomerulonephritis, dermatomyositis, 
scleroderma, and erythema nodosum, has been sug- 
gested. Further, iodine, thiourea and pheno- 
barbital have been suggested as etiologic agents 
for this type of lesion. In summary, we must sus- 
pect not one but many ager.ts as etiologic factors 
in this type of lesion. 


References 
1. Arkin, A.: Clinical and pathological study of periarteritis 


nodosa; report of five cases, one histologically healed. Am. J. 
Path., 6:401-426, (July) 1930. 


- French, A. J Hypersensitivity in the pathogenesis of the 
histopathologic changes associated with sulfonamide therapy. 
Am. J. Path., 22:679-701, (July) 1946. 

- Rich, A. R.: The role of hypersensitivity in periarteritis 
nodosa as indicated by seven cases developing during serum 
sickness and ssllonensiiie therapy. Bull. Johns Hopkins Hosp., 
71:123-140, (Sept.) 1942. 
- Smith, C. C., and Zeek, P. M.: Studies on_periarteritis 
nodosa. II. The role of various factors in the etiology of 
peviarteritis nodosa in experimental animals. Am. J. Path., 


3:147-157, (Jan.) 1947. 
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Use of Thorium-X Alpha Ray 
in the Treatment of 
Cutaneous Diseases 


A Preliminary Note 


By N. E. Aronstam, M.D. 
Detroit, Michigan 


HE EMPLOYMENT of radioactive agents in 

skin disorders has been in use for some time. 
As early as 1930 an article of mine appeared in 
the Urologic and Cutaneous Review entitled “Ura- 
nium in the Treatment of Skin Diseases,” in which 
twelve cases were reported. Since that time I have 
used the uranium salts in various skin lesions with 
fair success for close to ten years. In 1942 I 
published another contribution in the above men- 
tioned journal, in which eighty-eight more cases 
were reported. In 1943 my attention was called 
to the efficacy of thorium-X alpha ray as a valu- 
able agent of greater radioactivity than uranium. 
Unfortunately the literature on the subject was 
very meagre; I had to rely upon my own judg- 
ment of its application, taking into consideration 
the severity of the cases and their chronicity. The 
strength of the administration varied between 
1,000 and 2,000 electrostatic units per 1.0, either 
in the form of an ointment, alcoholic solution, or 
a varnish. The types of dermatoses wherein this 
agent was resorted to consisted of varicose ulcers, 
erythema perstans, parapsoriasis, lupus erythema- 
tosis, various forms of onychopathy, and in ac- 
quired pigmented seborrhoeic warts. 


Whether this radioactive substance is applicable 
to many other skin disorders is still a matter of 
conjecture, but in the types mentioned above it 
formed a dependable therapeutic procedure. It 
is too early, therefore, to draw definite conclu- 
sions for its more extensive use in many other 
skin affections. Thus far I have had excellent re- 
sults in selected cases. This form of treatment 
constitutes a new departure from the orthodox 
way of therapy. I am now tabulating all types 
of dermatoses wherein this radioactive agent has 
been used, and I am in hope of soon furnishing 
a more elaborate and comprehensive discussion 


of the subject. 
656 Macabees Bldg. 








Bronchopulmonary Mycosis: Observations on 
Physiologic Aspects of Diagnosis, Treatment 
and Evaluation of Healing 


Simultaneous Primary Occurrence in Four Chil- 
dren and Their Mother with Subsequent 
Healing by Diffuse Miliary Calcification 
A Twelve-year Observation 


BRENTON M. Hamiz, M.D. 


Department of Pediatrics, Henry Ford Hospital, 
Detroit, Michigan 


The unusual simultaneous primary occurrence 
of bronchopulmonary mycosis (Aspergillus niger 
and Monilia pinoyi) in five members of a family 
group is presented. The literature relating to 
the history of developing interest in the disease 
and modern concepts of diagnosis and treatment 
are reviewed. 


ported. 


similar instance has not been re- 


The course of the disease was observed over a 
period of ten years. Serial blood counts and sedi- 
mentation rates are presented in correlation with 
types of treatment instituted and the interpreta- 
tion of roentgenograms of the chest during prog- 
ress of healing. 

Presentation of reproductions of roentgenograms 
for each patient shows the changes from soft 
fluffy parenchymal densities from apices to bases 
in the early stage of the disease through a state of 
apparent condensation of these to a fibrotic appear- 
ance and later the deposition of calcium in a few, 
then all of the nodules as healing progressed; with 
final condensation of these calcium densities scat- 
tered throughout the lungs. The earliest appear- 
ance of calcium in the nodules was about three 
years after intermittent treatment, and within a 
few months after intensive treatment with iodides, 
Mapharsen and autogenous vaccines. 

The results of serological tests and of skin test 
reactions to serial increasing dosages of various 
tuberculin materials and to autogenous and stock 
vaccines of various fungi and of the bacterial or- 
ganisms common to the upper respiratory tract, at 
intervals during progress of healing, are presented. 
The extent of allergic response to heterologous 
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fungi but more specific response to autogenous 
organisms is evident. 

Successful treatment depends upon early diag- 
nosis and rests chiefly upon administration of ade- 
quate amounts of iodides. Potassium iodide can 
be given safely in massive doses by mouth for Jong 
periods without toxic effects. Sodium iodide can 
be given as 10 per cent solution intravenously, 
daily for long periods simultaneously with potas- 
sium iodide. Ethyl iodide can be given effective- 
ly by inhalation for short periods without known 
toxic or other unfavorable effects other than those 
common to iodides in general. 

Blood counts and sedimentation rates are help- 
ful in evaluating the progress of the patient and 
the activity of the disease. These data in tuber- 
culosis are similar, nullifying their value in differ- 
ential diagnosis. 

Primary bronchopulmonary mycotic infection 
with Monilia pinoyi and Aspergillus niger healed 
completely in the four children observed, leaving 
scattered dense miliary calcium nodules through- 
out the lungs. There were no residual symptoms 
other than spastic paralysis in one patient who 
developed transverse myelitis during the course 
of the disease. 

* * + 


A Method for the Control of Bleeding from 
Esophageal Varices 
T. B. Patron, M.D. 
Veterans Hospital, Dearborn 


A brief history of the use of tamponade in con- 
trol of bleeding varices was presented, together 
with a discussion showing wherein the available 
methods have been unsatisfactory. A plastic tube 
with quadruple lumen and with separately inflat- 
able balloons, one on the gastric side and one on 
the esophageal side, was demonstrated. 

A procedure for the care of patients with bleed- 
ing varices using this tube was outlined. Results 
in a series of twenty-five cases were presented. 

Emphasis was placed on the fact that this form 
of treatment is a stop-gap procedure and is con- 
sidered only an adjunct to some type of shunt pro- 
cedure which may be performed electively. 
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Studies on Oxythiamine 
CHARLES FROHMAN and Harry Day 


Wayne University and Indiana University 


Oxythiamine is a structural analog of thiamine. 
To prepare oxythiamine, the primary amino group 
of thiamine is replaced by a hydroxyl group. 
Feeding experiments have suggested that oxythia- 
mine is a thiamine antagonist. Rats on a diet 
adequate in thiamine but with added oxythiamine 
fail to gain weight while rats on an identical diet 
with no added oxythiamine gained weight rap- 
idly. 

Oxythiamine has a profound effect on the level 
of pyruvate and lactate in the blood of rats. 







Oxygen Studies on the Arterial Blood of the 
Newborn Infant—A Preliminary Report 


J. C. Warts, R. M. Davis, H. HENDERSON, and 
D. H. Kaump 


Department of Obstetrics and Gynecology, 
Providence Hospital, Detroit 


Oxygen content and capacity of the umbilical 
vein blood of newborn infants have been studied 
in ninety cases, with the purpose of comparing ma- 
ternal inhalation and block anesthesia, and evalu- 
ating, as far as possible, the effects of maternal 
analgesia and obstetrical complications as they 
influence asphyxia neo-natorum. The blood sam- 
ples were collected under oil and assayed for gas 
content in the manner described by VanSlyke. 


A review of the literature reveals interesting ani- 
mal studies by Snyder and Rosenfeld and similar 
oxygen measurements by Eastman of Johns Hop- 
kins and Smith of Boston. 


It is felt that ninety cases are an insufficient 
number from which to draw definite conclusions, 
but that certain impressions seem indicated: 


1. The oxygenation of infants born under inha- 
lation and block anesthesia are comparable; how- 
ever, the respiratory response and general reflex 
of the infant born under inhalation is slower. 

2. A fall in blood pressure under block anes- 
thesia very often results in fetal embarrassment. 

3. Obstetrical complications and lengthening of 
the second stage result in decreased oxygen levels of 
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Four hours after injection with 12 mg. of oxythia- 
mine, the lactate and pyruvate levels in rat blood 
are increased 500 per cent. This would indicate 
that oxythiamine inhibits pyruvic dehydrogenase, 
an enzyme believed to contain thiamine. Oxythia- 
mine inhibits carboxylase, another thiamine-con- 
taining enzyme, in vitro. Data from in vitro stud- 
ies indicate that oxythiamine competes with thia- 
mine for apocarboxylase. Injections of oxythia- 
mine cause a rise in urinary thiamine. This would 
indicate that thiamine is displaced from an apoen- 
zyme-coenzyme complex in vivo. Rats injected 


with oxythiamine show several nervous symptoms. 
All data so far collected indicate that oxythiamine 
is a potent thiamine antagonist. 


fetal blood—this seems more so under inhalation. 

4, Analgesic agents, moderately used, in block 
and inhalation do not significantly lower fetal 
oxygenation. 





The Effect of Growth Preparations on the Hepatic 
Catalase of Hypophysectomized and Normal 
Rats 


James C. Matures and O. H. GAEBLER 


Edsel B. Ford Institute for Medical Research, 
Detroit 


Studies of the effect of growth hormone on tis- 
sue enzymes were undertaken with the hope that 
they would throw light upon the mechanism of 
action of the hormone. Herewith are presented 
the findings on hepatic catalase. As initial re- 
sults with this enzyme were encouraging, hemato- 
crit and hemoglobin values in blood were in- 
cluded in later experiments, due to interest in the 
effects on another, unrelated, though hemin-con- 
taining protein. 


Five experiments were carried out using ma- 
ture, normal white rats of two strains and both 
sexes. In two of these experiments, significant de- 
creases in hepatic catalase followed treatment of 
the intact animals with growth hormone. The 
decrease that did occur was independent of hor- 
mone dosage, weight gain, method of calculation, 
and manner of feeding. 
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Two experiments were carried out using the 
more responsive, immature, hypophysectomized 
female rat. In the first experiment, the operated 
animals were fed ad lib., while in the second ex- 
periment, the treated, operated animals were re- 
stricted to the food intake of their operated con- 
trols. Pair-fed, intact rats were employed as con- 
trols in both experiments. The results reveal a 
highly significant increase in hepatic catalase re- 
sulting from hypophysectomy (2-3 fold). Treat- 
ment with hormone after hypophysectomy results 
in a nearer normal catalase content. The low 
grade anemia resulting from hypophysectomy was 
made slightly worse when the animals were treated 
with growth hormone. It would appear that lack 
of growth hormone is not an important factor in 
the anemia of hypophysectomy. 


* * <* 
The Use of Water Soluble Contrast Material 
in Bronchography 
N. Surppy 
Wayne County General Hospital, Eloise 


Visualization of the bronchial tree by means of 
Diodrast Compound Solution is carried out in or- 
der to overcome the tendency of lipiodol to remain 
in the lung fields. In order to prevent the rapid 


absorption of the diodrast, 3 per cent by weight 
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carboxymethylcellulose (cellulose gum) is used, 
This comes in a powdered form and is added di. 
rectly to the liquid diodrast. Sterilization is ac. 
complished by heating. Morales and Heiwinkel* 
have made a preliminary report on use of this 
substance. 


We have carried out bronchograms using the 
following technique: The patient is tested for 
iodine sensitivity by dropping diodrast into the 
conjunctival sac. One-half hour before local an- 
esthesia, 1.5 grains of pento barbital sodium and 
50 mg. of demerol is given. Using a No. 22 or 
23 needle, 2 per cent novocaine is used to in- 
filtrate the skin and area of the cricothyroid 
membrane. The needle is then pushed through 
the cricothyroid membrane into the larynx and 
2 c.c. of 0.5 per cent pontocaine is injected. This 
produces cough. When cough subsides, another 2 
c.c. is injected. There is rarely cough at this time. 
The patient is tilted to either side to fill the desired 
lung or lobe. Fluoroscopy is carried out as an 
aid to determine pathological changes in the 
bronchi. 

This method offers advantages of (1) no resid- 
ual contrast material in lung fields, (2) no alveolar 
filling, (3) ease of administration. 


*Morales, O., and Heiwinkel, H.: Viscous water soluble contrast 
er ceeary report. Acta Radiologica, 30:257 (Sept. 
0) 1948. 








It says here that the boys who play politics have got 
to be on the ball. I take that to mean no obvious fum- 
bling. Yet there seems to be little else but fumbling 
in the game with Welfare State. 


I refer specifically to the maneuver known as social- 
ized medicine. In the next session of Congress, it prom- 
ises to stir up a rivalry of Wolverine-Gopher propor- 
tions. From where I sit, however, both sides already 
appear to have lost the Little Brown Jug. 


My point is this: Socialized medicine—or compulsory 
health insurance—is strictly bush-league as a vote-getter. 
The promise of free spectacles and free false teeth may 
have had its appeal in Britain—a mere cricket-and-soccer 
nation. But here in a land of 150,000,000 football- 
baseball addicts, who cares about free medicine? It 
amounts to an offer of free peanuts when a season pass 
is indicated. 

What’s the matter with our politicians? Do they 
think that Dr. Fishbein is more popular than Joe Di- 
Maggio? 

Compulsory sports insurance—that’s what the fans 
would go for! 

Consider but a few of its possibilities: 

Socialized football, with two guesses for every grand- 
stand quarterback—boy, could you pile up the votes with 
a Campaign promise like that! 

Or make it socialized baseball—with every ward- 
heeler slated for a job in the Yankees’ front office. 
Whammo! 
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Add socialized bowling, socialized golf—not to men- 
tion the million-or-so jobs that could be created in a 
system of compulsory pari-mutuel insurance. . 


No doubt about it: the Welfare Staters are fumbling. 


There is, of course, the possibility that they're just 
playing things cozy. Maybe they feel that compulsory 
sports insurance would be too great a shock to the 
national economy. On that score, they’d be right—for 
many sudden changes would certainly be required. 

To begin with, the stadium at Ann Arbor would 
have to be enlarged to accommodate at least 5,000,000 
—since every Michigan fan would naturally be admitted 
free. Television sets, for those unable to get to the 
game, would be provided by the Federal Security Agency. 
Result—new taxes, another payroll deduction—say, 
twenty per cent. 


At this late date, however, it doesn’t seem possible 
that an added payroll tax (or a threat to the national 
economy) could halt any vote-getting scheme. At least 
it couldn’t spike such a red hot idea as compulsory 
sports insurance. 

I see no reason, therefore, for the Welfare Staters to 
be chary. If it’s votes they want in 1952, they'll do 
well to quit fumbling around with socialized medicine, 
and to come up—pronto—with socialized medicine ball. 


—A.t GrauaM, DAC News, November, 1949. 
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Politics, Pill-Peddling and Paper Work 


‘ 


‘.. . No other profession, in . . . this country, has 
been brought under such violent attack by those am- 
bitious for political power over it...” This single 
statement by Elmer L. Henderson, M.D., AMA Presi- 
dent-elect, would justify the current preoccupation of 
American doctors with threats of socialized medicine. 
For any remaining skeptics, a glance at the regrettable 
status of medical care in England today, or even at 
medical standards maintained by some of our own fed- 
eral administrative agencies, should suffice. 


Nevertheless, a few doctors have followed political op- 
portunism onto the “Fair Deal” bandwagon. Mislead- 
ing statements by such individuals constitute a major 4 ° yi 2s 
problem faced by the profession today in fighting politi- restaen 
cal medicine. For example, a prominent news magazine 
recently quoted a “New York clinician” favoring the pro- 
posed compulsory health insurance bill, to the effect that 
Americans need “a national prepayment system of medi- 
cal care,” and that effective opposition would convert 
our professional organization into a “political lobby.” 
The implications of this statement in such context thor- 
oughly distort the position of the American medical pro- 
fession. 








We are not opposed to medical prepayment plans, 
whether national in scope or otherwise. On the con- 
trary, we recognize the need and are actively encourag- 
ing such plans. Our fight is with nationalized and com- 
pulsory medical prepayment plans, political control of 
medical practice and standards through such plans, and 
incorporation of such plans into a network of state 
socialism. The nature of our objectives ridicules any 
comparison with traditional political lobbies. We can 
win only that which we already have, the highest stand- 
ard of medical care in the world. Loss, with resultant 
emasculation of medical care and progress, needless tax 
burden, and creation of a fantastic political weapon, 


would be shared equally by all. We are fighting because 
age 





we are especially qualified to predict medical conse- 
quences, because we resent conversion of medical prac- 
tice to a routine of politics, pill-peddling and paper work 
at the whim of federal bureaucracy, and because we 
believe it fundamental to the democratic concept that 
one, on his own initiative, must make some individual 
contribution in value or effort, unless genuinely helpless, 
to obtain even so necessary a commodity as medical 


President, Michigan State Medical Society 
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Editorial 





STATE SOCIALISM 
\ \ 7 HAVE BEEN commenting the past few 


years upon the trends toward socialism in the 
United States, and the drive to socialize medicine 
as one item in the ambitions of the bureaucrats. 
Some believe this cannot happen in America. The 
British believed it could not happen to them! 
Those who listened to the news broadcast over 
WMAQO on December 20 heard an announcement 
that the Agricultural Department has established a 
limit of acreage and production of wheat. Any 
farmer who produces more than his alloted amount 
will not receive support benefits. The price of 
wheat will be held up by the government, and if it 
falls below a certain amount the farmer will be 
paid the difference. The amount of wheat pro- 
duced is to be controlled by the government, and 
the farmer who produces too much will not re- 
ceive the price supports, nor can he sell to the 
government. This also holds for several other 
commodities. 

This sounds to us like complete socialism, and 
our farmers apparently want it. They had it with- 
out too much objection during the depression and 
during the war years. Now when the whole world 
is, or should be, trying to get back on a self- 
contained, self-supporting basis our government has 
extended socialized agriculture, insofar as several 
of its basic commodities are concerned. 

The medical profession has been fighting this 
same socializing effort, but when we seem to ac- 
complish something in our defense an attempt is 
made to punish us. Oscar Ewing’s attempt to 
establish himself in the President’s Cabinet as the 
Secretary of Welfare, including health services, was 
defeated. Promptly, the FBI was instructed to 
investigate medical societies and medical service 
plans, trying to find some loophole by which the 
profession could be discredited or brought to trial 
under the Sherman Anti-Trust Act. 

Just recently committees in Congress announced 
that they are investigating the “Medical Lobby” 
against socialized medicine. Incidentally, they 
promise also to investigate the lobby for socialized 
medicine. We hope they do. If they do, we feel 
some bureaucratic fingers will be burned. Ex- 
Congressman Harness in July, 1947, charged that 
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the government bureaucracies in the Legislative 
branch had spent $75,000,000.00 the year before 
in propaganda for socialized medicine. Our Con- 
gressman told us just recently that the government 
is spending this amount of money every year for 
the same purpose. We pray the mediocre two and 
one-half million which the American Medical As- 
sociation is spending in fighting this seventy-five 
million dollar propaganda will achieve better re- 
sults. 


RHEUMATIC FEVER CONTROL 
A PUBLIC SERVICE 


HE MICHIGAN State Medical Society for 

several years has been proving to itself, and 
to the interested public, that a Medical Society can 
render an outstanding public service in the matter 
of improving health conditions and making them 
available. 

We have established Centers for rheumatic fever 
diagnoses throughout the state. Doctors are urged 
to send their undecided cases to the centers for 
thorough examination and diagnosis. Consultants 
have been appointed from among the doctors in the 
community who had special knowledge of pedi- 
atrics, cardiology, otolarnygology and _ roentgen- 
ology. Children receive a thorough examination 
by each one. Necessary laboratory studies are 
made; EKG examinations, x-rays and pathological 
reports. The consultants then make a diagnosis 
from the complete findings and send it to the 
family physician who had referred the case to the 
Center. No attempt is made at treatment, but 
advice on treatment is given to the family doctor, 
if wished. Since following this method through- 
out the state, four to five thousand children have 
been examined, many diagnoses of rheumatic fever 
have been made and many more diagnoses by the 
family doctor without the aid of the Center, have 
been stimulated through increased attention to 
the disease. 

This is a service financed from three voluntary 
organizations. The work is done by members of 
the Michigan State Medical Society—also a volun- 
tary organization—in the public service. Our 
Rheumatic Fever Program proves that the medical 
profession of Michigan is interested, and willing to 
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EDITORIAL 


assume leadership in all the health problems of the 
public- preventive as well as curative. 

Medicine in recent years lost its active participa- 
tion in the treatment of tuberculosis. Government 
has taken mental hygiene, the care of the insane, 
and has largely taken over the care of venereal 
disease—all of these without much opposition on 
the part of the profession. 

Michigan medicine is now making an attempt 
to retain rheumatic fever of childhood to the pro- 
fession. Where the co-operation has been even 
moderate the results have been outstanding. If we 
could have complete co-operation throughout the 
state, the results would be a dramatic landmark. 

Some of our Members have objected to this 
program, Claiming it was or might lead to socialized 
or government medicine. How wrong! This pro- 
gram was established for two reasons: First, to 
render a public service to a considerable number 
of ailing persons, and, secondly, to prove that such 
a service can be done by private medicine. The 
programs which are now covering tuberculosis, 
mental hygiene, maternal health and venereal dis- 
ease are definitely political medicine. They are 
directed and sponsored by government agencies, 
and we believe government would be only too 
happy to take over rheumatic fever. 

In the background, but coming rapidly forward, 
is the program to control the diagnosis and treat- 
ment of cancer, of epilepsy, of arthritis and 
rheumatism; of heart disease and of spastic 
paralysis. Before long these fields in the practice 
of medicine may also disappear from our direct 
responsibility—unless we can prove that organized 
medicine is equal or superior in its benefits to 
government medicine. 

We doctors have been accused recently and fre- 
quently of being behind the times in taking ad- 
vantage of new medical knowledge. Michigan’s 
work in rheumatic fever belies that charge. An 
extension of that work to include the active sup- 
port of all of our members would set an example 
in medical progress never yet attained. 


MICHIGAN HEART ASSOCIATION 
GOES FORWARD 


HE MICHIGAN Heart Association, through 
its president, W. B. Cooksey, M.D., Detroit, has 
announced a new service to physicians which be- 
gan on January 9, 1950. This consists of a public 
information program designed to reveal to the 
laity the activities, projects and plans of The 
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Michigan Heart Association. Part of this program 
will include information on the Rheumatic Fever 
Consultation and Diagnostic Centers of the Michi- 
gan State Medical Society. 


To implement this program, the full-time serv- 
ices of Mrs. Martha Mueller have been obtained 
as Public Information Representative. Mrs. Muel- 
ler is well qualified by training and experience to 
serve in this field. She received her M.A. degree 
in Educational Guidance from Michigan State 
College and has been active in newspaper and 
radio work for a number of years. 


A strong program is now being developed which 
will include not only the use of the regular avenues 
of communication, but, in addition, work in con- 
nection with the schools, various voluntary lay or- 
ganizations and women’s groups throughout the 
state. 


PUBLIC RELATIONS 


NE of our County Medical Societies, in 

trying to circumvent criticism from various 
sources, conducted a panel discussion in January 
on “The Relations of the Medical Profession to 
the Public.” Present were a newspaper editor, the 
publisher, the Secretary of the Michigan State 
Medical Society, and the Superintendent of 
Schools. The educator criticized the profession 
seriously because of shortcomings encountered by 
the school authorities. He told of many instances 
of children needing “medical (?) attention” in 
order to do well in school, and inability to get, not 
the attention but the remedies prescribed. The 
outstanding case cited was a child with thyroid 
deficiency who was seen and examined by a doc- 
tor without charge, and willingly, but the pre- 
scription called for $3.00 worth of thyroid sub- 
stance which the family was unable to buy. The 
school had no funds, and the opinion was voiced 
that “The medical profession should make some 
arrangement to supply this deficiency, otherwise 
there would probably be necessity of government 
intervention.” 


Other criticisms made by this same panel mem- 
ber would seem to show that even the well-edu- 
cated layman is inclined to blame the medical 
profession for all shortcomings having to do with 
health. He mentioned children in school without 
teeth or dentures, and children with insufficient 
nutrition. Educators desire that every school child 


(Continued on Page 232) 
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Doctor, once again please note the cover page 
of this journal. It is just another evidence of the 
deep-rooted mutual interests of the Michigan State 
Medical Society and the Michigan Society for 
Crippled Children and Adults, Inc. Together, over 
the years, they have worked in the cause. of good 
medical practice and health, administered by those 
best qualified and in recognition of privileges and 





Although he wears braces on 
both legs, they don’t stop six- 
year-old Russell from playing 
marbles as he lines up a sure shot. 
Recreation is one of the import- 
ant direct services provided when 
you use Easter Seals. 


prerogatives. Our very existence represents a bul- 
wark of hope and strength for the crippled and 
afflicted of Michigan who must be helped to help 


themselves. 


What are Easter Seals? They are a dignified 
medium, a symbol, so to speak, whereby resources 
are made available for the conduct of a minimum 
diversified program, but they do more than just 
raise money—affording everyone an opportunity to 
contribute in any amount no matter how small. 
They also are a means of educating the public, 
causing our citizens to think in terms of good 
health and prevention. They are the means of re- 
newing services for neglected cases and a reporting 
of new cases resulting in proper medical care. 

Much could be said about the program of the 
Michigan Society and its need, but perhaps a re- 
port of stewardship is in order and will suffice at 
this time. 
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Serving with Easter Seals 


The following brief statements are taken from 
the recent annual report of the society’s activities: 


1. Through an excellent, perfected plan of co- 
operation with the Michigan State Medical So- 
ciety, thirty Rheumatic Fever Centers are now es- 
tablished. Up to the present time, this program 
has been financed solely by the Michigan Society 
for Crippled Children and Adults, Inc., to the 
extent of over $45,000. 


2. A total of nine Cerebral Palsy Clinics were 
conducted throughout the year, at which 268 chil- 
dren were examined and prescribed for by the 
Society’s consultant, Dr. Meyer Perlstein of Chi- 
cago. The cost of the clinics is paid by the Society. 
Never is a clinic conducted without the approval, 
good will, and support of the local medical society, 
and treatment is left with the referring physician. 
Doctor-patient relationships are strictly main- 
tained. 


3. The Society maintains a staff of seven occupa- 
tional therapists who provide therapy and craft 
work for the homebound, both from a therapeutic 
and craft value point of view. A total of 566 
homebound clients were served last year at an an- 
nual average cost of $50.02. The total cost was 
$28,310.80. For those who can be benefited by 
medical practice and therapy, close relationship is 
maintained with the family physician. This service 
is for the severely handicapped, who, in the main, 
are confined to their homes. The articles which 
they make are sold by the Society at its sales out- 
lets, and all profits are returned to the homebound 
clients. 


4. The Society, together with its Detroit chapter 
and to the extent of $20,000, has supported the 
Epileptic Clinic, located in Detroit, which clinic, 
of course, has the approval of the medical pro- 
fession and is an aid to doctors as well as patients. 


5. Recreational activities including summer 
camping with specialized educational and thera- 
peutic services employed at a cost of $6,000. 


6. Scholarship grants, not loans, were afforded 
nineteen students at a cost of over $3,000. They 
are teachers and therapists trained in the newer 
techniques to serve not only the orthopedic pa- 
tient but also the deaf and hard of hearing, blind 
and partially seeing, speech defectives and those 
suffering from convulsive disorders. The Society's 
scholarship policy is a recruitment program due to 


the drastic shortage of technicians in these special- 
ized fields. 


7. A study of local services made possible by 
Easter Seal monies show that for individual case 


care on a local level, a total of $100,293.45 was 
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expended and which provided a great variety of 
necessary services, ranging from expert examina- 
tions to as near complete rehabilitation as pos- 
sible. Only to mention a few of the many in-be- 
tween services—transportation, recreation, medical 
care, hospitalization, prosthesis, special equipment, 
braces, wheel chairs, crutches, physical therapy, 
occupational therapy, bedside instruction. 

8 The Society concerned itself in matters .of 
legislation and played an important part in thwart- 





Little Judy shows this giant 
Peter Rabbit how to paste an 
Easter Seal on the back of an 
envelope. You can help the thou- 
sands of crippled children 
throughout the nation just like 
Judy by putting an Easter Seal on 
every letter you write. 


ing an attempt to abolish our Michigan Crippled 
Children Commission. It helped in the matter of 
legislation extending the education of the physical- 
ly handicapped which resulted in more adequate 
finances and broadening the service so that a 
larger number may be accommodated. 

9. The Society’s official publication, News and 
Notes, was prepared and mailed to 6,000 persons 
six times throughout the year. This publication 
publicizes new developments in the work and relays 
a that have proven practical for the benefit 
Or all, 

10. In the performance of its work, the limited 
staff of the Michigan Society traveled a total of 
84,089 miles in Michigan, working with doctors 
nurses, hospitals, schools, state and local health 
and welfare agencies. 


Among services to the physically handicapped, 
the above are only a few of the highlights taken 
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SERVING WiTH EASTER SEALS 


from the Society’s annual report, but it is sufh- 
cient to indicate greater and better support for the 
1950 Easter Seals. 





Judy’s wide smile expresses her 
happiness over the progress she is 
making in learning how to walk. 
The skis she is using help her re- 
tain balance while she pulls one 
foot forward and then the other. 
Skis are just one of the many 
types of equipment that your use 
of Easter Seals provides. 


We need your help; we have not reached the 
limit of our helpfulness. We are not content; much 
has been accomplished, but much more remains 
to be done. We have a tremendous knowledge and 
understanding of the sick and their needs. As we 
grow, we learn; we realize more and more the 
extent of the need. Easter Seals again must come 
to the rescue. You will help, won’t you? 
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The Michigan Tumor Registry, sponsored by 
the Michigan Pathological Society and other rec- 
ognized organizations, officially opened on Janu- 
ary 1, 1950, at the Detroit Cancer Center. It 
will service the entire state. 

Plans, first conceived by Dr. A. James French 
of the Department of Pathology of the University 
of Michigan School of Medicine, for establishing 
such a registry have been under consideration in 
the Michigan Pathological Society for more than 
two years. Doctor French reported to the Society 
in 1947 on information gained from his rich ex- 
periences as consultant at the Army Institute of 
Pathology in Washington, D. C. A committee was 
appointed to review the proposal and after study 
of state and national registries, the committee rec- 
ommended the establishment of a tumor registry 
for Michigan under auspices of the Michigan 
Pathological Society. This action was enthusias- 
tically received and approved by the Society. 

Two types of tumor registries are found in the 
United States, i.e., those on a state level and the 
national. 

State tumor registries have been operating in the 
United States since 1909, when the Pennsylvania 
State Tumor Registry was established. Evolving 
from this state plan, with modifications, tumor 
registries are now an integral part of the Cancer 
Control Program in several states, the more im- 
portant being the Registries of New York, Con- 
necticut, Massachusetts, New Jersey, Washington 
and Oregon. 

Three basic plans have been utilized by the 
various states since the Pennsylvania Plan was 
inaugurated. 


1. The Connecticut Plan accumulates data 
through hospitals and tumor clinics whose data 
are abstracted and centralized for statistical analy- 
sis. Abstracts of the original data and case follow- 
ups are functions of the hospital staff. Co-ordina- 
tion of the program, centralization of records, and 
statistical analysis tend to be centered in the State 
Health Department’s Cancer Control and Vital 
Statistics Divisions. 

2. In New York and Massachusetts data are ac- 
cumulated by direct reporting of cases by prac- 
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Michigan Tumor Registry 


ticing physicians under a mandate of Legislative 
act or Board of Health regulation. 

3. The Pennsylvania, later New Jersey and more 
recently Washington and Oregon, Plan is that of 
tissue section and case history registration by prac- 
ticing pathologists. 

The National program has progressively devel- 
oped at the Armed Forces Institute of Pathology 
in Washington, D. C., since the first registry was 
established there in 1922. 

The National Research Council and Specialty 
Societies of Medicine sponsor registries which are 
housed at the Armed Forces Institute of Pathology 
in Washington, D. C. The American Association 
of Ophthalmology and Otolaryngology formed the 
first registry, at the then Army Medical Museum, 
in 1922. This, the oldest of the registries, now has 
more than 20,000 accessions. 

In 1925, the American Association of Patholo- 
gists and Bacteriologists established the Registry 
of Tumors of the Lymphatic System, and in 1927, 
the Registry of the American Urology Association 
began to collect tumors of the urinary bladder. 
During the period from 1933-1945, eleven other 
registries were formed, including Dental and Oral, 
Otolaryngology, General Tumors, Dermal, Renal, 
Thoracic Tumors, Neuropathology, Orthopedic, 
Prostatic Tumors, Veterinary Pathology, and Ger- 
ontology. All of these registries are sponsored by 
national societies. Approximately 50,000 acces- 
sions are included in the combined registries col- 
lection. The latest is the Roentgenology Registry 


_which was formed in 1947. 


The Michigan Tumor Registry which evolved 
from the study of national and state plans by the 
Michigan Pathological Society has been approved 
and is now sponsored by the Detroit Institute of 
Cancer Research, the Cancer Control Committee 
of the Michigan State Medical Society, the Ameri- 
can Cancer Society, Southeastern Michigan Di- 
vision, and the Michigan Cancer Foundation. It 
will be housed in the Detroit Cancer Center, +81! 
John R. Street, Detroit, and will be conducted by 
an administrative committee composed of four 
members from the Michigan Pathological Society, 
the Director of the Detroit Institute of Cancer 
Research, the Executive Director of the American 
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MICHIGAN TUMOR REGISTRY 


Cancer Society, Southeastern Michigan Division, 
and a member appointed from the Cancer Control 
Committee of the Michigan State Medical Society. 
The present committee members are Dr. O. A. 
Brines, Dr. Frank W. Hartman, Dr. A. James 
French, Dr. William L. Simpson, and Dr. D. C. 
Beaver, Chairman. Representatives from the Can- 
cer Control Committee and the American Cancer 
Society are as yet unnamed. Much credit is due 
the sponsoring organizations, for without their 
support the registry program as developed would 
have failed. 

The organization is unique in that its financial 
support has come entirely from a nongovernmental 
agency, the Michigan Cancer Foundation, the 
president of which is Mr. Oscar Webber of De- 
troit. It is also unique in being sponsored and sup- 
ported only by societies representing the practic- 
ing physicians of the state, or voluntary health or- 
ganizations. 


The Michigan Tumor Registry will be devel- 
oped entirely on a voluntary basis and will have 
no part in a compulsory program for the report- 
ing and following cancer cases as is done in a few 
states. Its direct support will come from the 
practicing pathologists of the state; however, it 
is hoped that all practicing physicians of the state 
will have an interest and support the Registry 
through the local pathologists. The pathologists 
will register those cases of benign and malignant 
tumors and related diseases which they, and the 
physicians they serve, consider worthy of registra- 
tion. Eventually it may be extended to the volun- 
tary registration of all cases of malignant diseases. 
To register a tumor the pathologist will submit 
portions of the tumor or microscopic slides pre- 
pared from it, together with x-ray plates and a 
clinical history of the case on a prepared form. 
Microscopic slides from the tumor will be studied 
by a designated pathologist or by a Board of Con- 
sultants. In the problem cases, opinions may be 
sought from specialists in the various fields of pa- 
thology, if so desired, by the Board of Consultants. 
The pathologist who originally submitted the ma- 
terial, and indirectly the physician in charge of 


the patient, will benefit from opinions thus se- 
cured, 


The Registry will strive to furnish prepared study 
sets of microscopic slides to those physicians who 
for any reason are interested in postgraduate train- 
ing in pathology. This will be especially useful 
to those preparing for specialty Board examinations 
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in the various fields of medical practice and to 
resident physicians in training for the medical spe- 
cialties. 


The program will further supply data on the in- 
cidence of various types of malignant diseases, the 
evaluation of methods of treatment, and such mat- 
ters which will assist the medical profession in 
reduction of mortality rates attributable to malig- 
nant diseases. The Detroit Institute of Cancer 
Research may also be in position to use the data in 
statistical and related research problems. 
also be applied to lay education. 


It may 


It is hoped that the work of the Registry will 
be eventually under the guidance of a part-time 
or full-time director, who will develop his talents 
in the fields of diagnosis and research as they relate 
to malignant diseases. 


The Registry is not to be developed as a diag- 
nostic center of malignant diseases. This pre- 
rogative has been rightly reserved for the prac-. 
ticing pathologists. The Registry, however, will 
act in a consulting capacity whenever requested to 
do so by the practicing pathologists of the state. 
The main objectives of the Registry may be 
summed up as these: (1) consultation service to 
pathologists, thus benefiting the pathologist and 
indirectly the individual patient and the prac- 
ticing physician; (2) educational, on a profes- 
sional level for postgraduate study in pathology 
and on a lay level through statistical evaluation of 
the material as it applies to early diagnosis, ap- 
proved types of treatment; (3) clinical correlation, 
to assist practicing physicians to evaluate exact 
pertinent statistical data on malignant diseases as 
found in Michigan and assist them in applying 
this to their medical practice, and (4) research, to 
assist the Detroit Institute of Cancer Research in 
obtaining material on malignant diseases for study. 


Seal You Buy HELPS 









































Michigan Industrial Health Day 


















Sponsors 6:30 
Michigan Association of Industrial Physicians and Surgeons 
Michigan State Medical Society’s Committee on Industrial Health 
Medical School of the University of Michigan 
School of Public Health, University of Michigan 
Wayne University College of Medicine 
Division of Industrial Health of the Michigan Health Department 
ANNUAL MEETING OF THE MICHIGAN ASSOCIATION 
OF INDUSTRIAL PHYSICIANS AND SURGEONS 
Wednesday, March 29, 1950 
School of Public Health Auditorium 
University of Michigan, Ann Arbor 
Morning Session TELE 
Chairman, Max R. BurNELL, M.D. Sch 
“‘Medical Problems of the Older Age Group in Industry” Alle 
This will be a panel discussion dealing with the prob- 
lems of employing and continuing the employment of 
individuals in the older age group with special emphasis 
on the degenerative diseases, and emphasizing the value co} 


of job placement in relation to employment. 
Panel—Cyrus C. Sturcis, M.D., Ann Arbor, Moderator 

Joun G. Bretawsk1, M.D., Detroit 

Jerome W. Conn, M.D., Ann Arbor 

Epwin DeJoncu, M.D., Detroit 

Sristey W. Hoosier, M.D., Ann Arbor 

Gorpon B. Myers, M.D., Detroit 

H. Marvin Porrarp, M.D., Ann Arbor 

WitutiaM D. Rosinson, M.D., Ann Arbor 

RaymMonp W. Wacconer, M.D., Ann Arbor 


* * * 









Luncheon Hour 
12:00 to 1:30 P.M. 
oe NO LUNCHEON MEETING 
Individual luncheons may be obtained either at the 


Woman’s League or the Michigan Union. 
* * * 








Afternoon Session 
Chairman, Josreru L. ZEmMENs, M.D., Detroit 





















“Ambulatory Surgery in Industry” 


This will be a panel discussion with special emphasis 
on the everyday type of surgical problem which con- 
fronts the Industrial Physician, such as: 

Tendon injuries 

Severe contusions with soft tissue injury 

Treatment of sprained ankles without fractures 

Knee injuries 

Low back pain 

Fractures of the hand and wrist 

Skin grafting small areas 

Panel—Cart E. Bapciey, M.D., Ann Arbor, Moderator 
GeorcE J. Curry, M.D., Flint 
A. Deer, Rosert H. Denuam, M.D., Grand Rapids 
M.D. Currrorp H. Keene, M.D.,. Ypsilanti 
Donatp F. Kupner, M.D., Jackson 
SyLvEsTER, J. O'Connor, M.D., Ann Arbor 
Grover C. Pensertuy, M.D., Detroit 
* * * 
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4:30 Annual business meeting of the Michigan Association 
of Industrial Physicians and Surgeons 


JMSMS 


INDUSTRIAL HEALTH DAY 


Evening Session 


6:00 Social Hour—Allenel Hotel 
6:30 Dinner—Allenel Hotel 
Toastmaster—E. A. Irvin, M.D., Detroit, Vice Presi- 


dent American Association of Industrial Physicians 
and Surgeons 


Guest of Honor—Aurrep H. Wuittaker, M.D., De- 
troit, President of American Association of Industrial 
Physicians and Surgeons 


Topic: “Old Age—An American Problem” 


Guest Speaker—JouN A. ScHINDLER, M.D., Monroe, 
Wisconsin, Department of Internal Medicine, The 
Monroe Clinic 


A. H. WHITTAKER, 
M.D. 


TELEPHONE NUMBERS 


School of Public Health Auditorium 

Ann Arbor 3-1511, Ext. 2360 (9:30 a.m.-5:00 p.m.). 
Allenel Hotel 

Ann Arbor 3-4241 (evening). 


COMMITTEE ON ARRANGEMENTS AND PROGRAM 


Co-Chairmen 


Max R. Burnett, M.D:, Detroit, Chairman, Indus- 
trial Health Committee, Michigan State Medical 
Society 

JosepH L. ZemeNs, M.D., Detroit, President, Michi- 
gan Association of Industrial Physicians & Surgeons 

T. I. Bomgzau, M.D., Detroit 

W. A. Dawson, M.D., Detroit 

E. A. Irvin, M.D., Detroit 

J. M. Lyncu, M.D., Lansing 

C. D. Setsy, M.D., Ann Arbor 


Joun A. SCHINDLER, 
M.D. 
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INFANT DIARRHEA 

Bacteriologists in the Laboratories of the Michigan 
Department of Health have recently identified a bacte- 
rium from cases of infant diarrhea which may prove to 
be one of the causative agents of this disease. 

The organism, which is a special type of E. coli, defies 
recognition by ordinary methods. This is the first time 
it has been found in the United States. It is an organism 
which British and Scotch workers feel is a possible cause 
of infant diarrhea. In Scotland, it was found in 90 per 
cent of one series of cases of diarrhea in infants, but was 
not found in the stools of normal infants nor in those 
of adults. The identical culture was found in outbreaks 
of infant diarrhea in England. 

The organism has been found in many stool specimens 
submitted from recent Michigan outbreaks of diarrhea 
in the newborn. 

The isolations were made in the Michigan Department 
of Health Laboratories by Dr. William Ferguson, co- 
ordinating bacteriologist and chairman of the Depart- 
ment’s Research Committee. 

The identifications were made by methods which are 
practically unknown in this country but which Dr. Fergu- 
son learned in 1948 when he studied in the Danish Serum 
Institute in Copenhagen under a $1500 fellowship granted 
him by the Commonwealth Fund of New York. In the 
Institute, while he was studying methods which would 
help Michigan doctors and hospital authorities to com- 
bat dysentery and similar ailments, he learned from Dr. 
Fritz Kauffmann, chief of the World Health Organiza- 
tion Salmonella Center, the complicated data and meth- 
ods necessary for the recognition of the E. coli organism. 

European scientists concur with Michigan Department 
of Health Laboratories in finding that the organism in 
many cases can be destroyed by certain of the new drugs. 
Dr. Russell Gottshall, laboratory biochemist, has dis- 
covered that sulfathiazol will destroy the bacteria in a 
test tube. 

Dr. Ferguson and the other scientists in the Michigan 
Department of Health are hard at work on proving 
whether the organism produces the infant diarrhea which 
has caused many baby deaths in Michigan and on meth- 
ods of combatting it. 

If the Department work shows the organism to be the 
cause of outbreaks here, and if antibiotic therapy is suc- 
cessful, this is an outstanding contribution to the safety 
of infants and to the world of medicine. 


* * * 


UNIVERSAL BIRTH REGISTRATION 


Every baby born in Michigan now gets a birth cer- 
tificate number which applies to him alone and which 
will not be duplicated during his lifetime. 

Michigan, together with other states in the nation, 
on January 1 began a new system of numbering birth 
registrations that may become international. 
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The numbering system is planned to cut down on the 
assortment of numbers that an individual accumulates on 
official documents during his lifetime. The first birth 
registration number to be assigned in Michigan under 
the new numbering plan was 121-50-000001. In that 
eleven digit sequence, the first “1” in 121 means the 
United States; “21” refers to Michigan’s alphabetical 
position in the list of states; “50” designates 1950 as the 
year of birth and the last block of six figures is reserved 
for the registration serial number of the birth certificate. 

The second number assigned in Michigan was 121-50. 
000002, and so on. Next year, the first number will be 
121-51-000001. The six digits in the last section are 
necessary because Michigan and some of the larger states 
each year record more than 100,000 births. 

The number is assigned to the original birth certificate 
after it arrives in the Division of Disease Control, Rec- 
ords and Statistics of the Michigan Department of 
Health. 

The new procedure is intended to simplify the identify- 
ing and registering of each individual on official docu- 
ments. The national office of Vital Statistics which 
originated the idea thinks that eventually the birth nun- 
ber will be acceptable for all purpose identification—on 
marriage and death certificates, military records, and 
various other types of reports and applications handled 
by governmental agencies—perhaps even social security. 

* * * 


SYPHILIS PREVENTION 


The prevention of congenital syphilis is being given 
special attention in Michigan during February, National 
Social Hygiene Month. 

“Protect Our Children—Strike Out Syphilis” is the 
theme for the month in the State. Special emphasis is 
being placed on the state’s prenatal examination law as a 
major weapon against congenital syphilis. Stress is also 
being placed on the necessity for earlier medical care 
during pregnancy. 

Approximately 500 cases of congenital syphilis are 
found in Michigan each year. 

During the period January 1, 1948, to October 30, 
1948, there were 125,672 births recorded in Michigan. 
On 1,712, or 1.36 per cent, of these birth records it is 
stated that no prenatal blood test was made. On 9,473, 
or 7.54 per cent, it was not stated (as is required) 
whether or not a blood test was made. Thus, in spite 
of the prenatal examination law, in 9 out of every 100 
births, either the blood test was not made or, if made, 


was not reported. ee 


With the increase in the cost of both fresh and canned 
citrus fruits, Michigan homemakers will be especially in- 
terested in a new pamphlet prepared by the Michigan 
Department of Health—Vitamin C Calendar for Michi- 


_ (Continued on Page 230) 





JMSMS 











1 On the 
lates on 
st birth 
n under 
In that 
‘ans the 
\abetical 
0 as the 
reserved 
rtificate, 
121-50. 
will be 
‘ion are 
Pr states 





rtificate 
ol, Rec- 


nent of 


dentify- 
1 docu- 
- which 
h num- 
ion—on 
ds, and 
handled . : The Bettman Archive — 
security. 


pst The nausea, vomiting and dizziness of motion sickness may 
National 


be prevented or relieved, in a high percentage of cases, 


is the 
hasis is 
ens with Dramamine* (brand of dimenhydrinate). 
5 
‘al care 


ilis are 


ber 30, D R A M A M l N E for the Prevention and 


ichigan. 

ds it is 

. 9,473, Treatment of Motion Sickness. 

quired 

in spite 

ery 100 Clare 

made, Ee *Trademark of G. D. Searle & Co., Chicago 80, Illinois 
canned 

ally in- 


‘ichigan 
a SEARLE 
RESEARCH IN THE SERVICE OF MEDICINE 


JMSMS Fearvary, 1950 
Say you saw it in the Journal of the Michigan State Medical Society 









MICHIGAN’S DEPARTMENT OF HEALTH 









With 
Professional 
Men — 


MINUTES 
COUNT! 


—and so do 
appearances 

































































* 








You can rely 








on the quality 





and good taste 








of our 
apparel 























* 














Kivooxt-Hoxn 


1259 WASHINGTON BLVD | L-LIN THE BOOK TOWER 














DETROIT’S 
MOST CORRECT 
ADDRESS 






































(Continued from Page 228) 


This calendar shows best vitamin C sources among 
foods grown in Michigan, according to the months in 
which the foods are available, and gives some facts abou 
vitamin C and the preparation of foods containing jt. 
The pamphlet may be obtained from the local health 
departments or from the Michigan Department of Health, 
Lansing 4, Michigan. 


7 * * 


One phase of the Department’s poliomyelitis research 
is reported in a paper on “Evaluation of Autolyzed Mouse 
Brain Tissue Method for Isolation and Adaptation of 
Poliomyelitis Virus,” by Serge Lensen, Ph.D.; Max Steb. 
bins, M.S.; and Lenora Jones, M.S., of the Department's 
laboratories, published in the November issue of the 
Proceedings of the Society for Experimental Biology and 
Medicine. 


* * * 


National Negro Health Week will be observed April 
2 to 9, 1950. The objective this year is the evaluation 
of the National Negro Health week program of the past 
years. A suggested day by day schedule for the week 
has been set up. Additional information may be secured 
from the Public Health Service, Federal Security Agency, 
Washington, D. C. 
* 


* * 












Two new film strips on the problems created in an 
older child by the arrival of the new baby have been 
added to the Film Loan Library of the Michigan Depart- 
ment of Health. 


“David’s Bad Day” is a 36-frame silent 35mm. film 
strip showing the personality problems caused by the 
advent of the new baby and how the parents recognized 
and solved them. 

“David and His Family” is a 30-frame silent 35 mm. 
film strip which tells the story of David’s life at home 
with the new brother and how he adjusts to the new 
situations. Both have text guides. 


* * * 


Cases of rabies are increasing among Michigan ani- 
mals. The Michigan Department of Health, along with 
the local health departments, is urging local rabies control 
programs including the vaccination of all dogs, the im- 
pounding of strays and the quarantine of infected areas. 
In some areas, local veterinarians are offering reduced 
rates for the vaccination of animals. 


* * * 


Michigan has had no new cases of typhoid fever due 
to a public water supply in the past fifteen years and 
there were only fifty cases and four deaths from typhoid 
fever in 1948 in comparison with 424 cases and seventy- 
five deaths in 1931. 

There are now 254 known carriers in the state, all of 
whom are under the close supervision of health depart- 
ments to make sure that they do not engage in occupa- 
tions where they might transmit their infection to others. 
In the seventeen-year search for carriers in Michigan, 4 
total of 533 carriers have been, found. 


(Continued on Page 232) 
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. . 
Prescription The 1950 revision of “Michigan Regulations for the 


Control of Communicable Diseases” has just been printed 

Major changes are in scarlet fever and_ streptococca| 

Perfect infections, poliomyelitis, tuberculosis and epidemic diay. 

rhea control. Copies of the “Little Red Book” may fy 
obtained from local full-time health departments. 

Physicians in areas without the services of full-time 

local health departments may obtain the book by writing 

to the Division of Disease Control, Records and Statistics 


Michigan Department of Health, Lansing 4. 
* 












































* * 








The following laboratory has recently qualified for the 
performance of enteric examinations: Borgess Hospital, 
1521 Gull Road, Kalamazoo, Michigan. 


* 





* * 


Rogelio N. Belova, M.D., Director of the Division of 
Laboratories, Department of Health, Manila, completed 
three weeks’ study in the Laboratories of the Depart. 
ment in January. 
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shall have a complete, thorough examination be- 
fore it enters kindergarten, at the age of seven, 
and every four years during the school career. 
He blamed the medical profession because this 
was not done, seeming not to know that periodic 
examinations have been one of the major objec- 
tives of the medical profession for years; and their 
fairly successful accomplishment has _ produced 
RED LABEL ¢ BLACK LABEL the health records of which our nation boasts. 
Both 86.8 Proof 






The educator is in a position to further our 


Every drop of Johnnie Walker is made efforts by publicity through parent-teacher contacts 


in Scotland—using only Scotland’s as to the desirability and actual necessity of fre- 
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Every drop of Johnnie Walker is could maintain its high standing as a profession, 
guarded all the way to give you perfect but we must do something to correct shortcom- 
bE Scotch whisky . . the same ings that are credited to us. While the educator 
RpLgnEny Che we over. felt that government intervention might be neces- 
3 sary for the medical profession, at the same time 
fm Born 1820... still going strong he was incensed that government intervention was 
erasing the teaching profession, subtly but surely, 


”" as an independent profession. 
OH N N | E Arrangements were made for a special com- 


mittee to confer with the school authorities on all 







WALKER matters of health nature. The Medical Society , 
also advocated that this school system go back to 

its policy of a dozen years ago and employ a full- 

BLENDED SCOTCH WHISKY time Doctor of Medicine for administrative and 

Canada Dry Ginger Ale,Inc.,NewYork,N.Y.,SoleImporter  24Visory service. 

ai JMSMS . 


Say you saw it in the Journal of the Michigan State Medical Society 


for the 
Printed, 
'tococcal 
Lic diar- 
May be 


‘ull-time 
Writing 
tatistics, 


for the 
Tospital, 


‘ision of 
mpleted 
Depart- 


on be- 
seven, 
career, 
se. this 
eriodic 
objec- 
d their 
»duced 
sts. 

er our 
ontacts 
of fre- 


sted as 
was a 
fession 
ession. 
rtcom- 
ucator 
neces- 
e time 
yn was 


surely, 


com- 
on all 
society 
ack to 
a full- 
c and 


MSMS 


100 . 

Aminophylline | 4 % 
3 GRAINS 4 
ENTERIK* 


Each tablet contains 

as an active ingre- 

dient: Aminophyl- 
line 3 Grains. 
Caution: 

“4 To be used only by 

4 or on the prescrip- 

tion of @ physician. 

" der li- 


“4 cense from the | 

4 State University of §& 

A lowa Research Fo- i 
undation. United i 
States Patent ap- # 
plied for. 


BARLOW-MAWEY 
LABORATORIES 
CEOAR RAPIDS 1OWA 


{ 


arlow-Maney enteric coating* is specially formulated 
to resist destruction by the normal gastric juice, yet to 


disintegrate easily in the intestinal tract. 


The patient who is subject to gastric irritation from 
aminophylline may be protected from local irritative effects 


by specifying 


coErrE AMINOPHYLLINE 
BARLOW-MANEY 


ond Chemistry 


SUPPLIED in tablets of 0.2 Gm. (3 grain) and 0.1 Gm. (1/2 grain)—bottles 
of 100 and 1,000. 


BARLOW-MANEY LABORATORIES, INC., Cedar Rapids, lowa 


*Coated under license from the State University of lowa Research Foundation. U. S. Pat. 2,373,763. 


White & White Pharmacy W. R. Brown Co. Robert C. Leonard Cadillac Medical Supply Co. 
128 Fulton Street, East 1321 Delaware Street 1027 S. Bowen Street Cadillac, Michigan 
Grand Rapids, Michigan Detroit 2, Michigan Jackson, Michigan 
Fepruary, 1950 233 
Say you saw it in the Journal of the Michigan State Medical Society 






































































































































































































Jn Memoriam 





Theron W. Hammond, M.D., of Grand Rapids was 
born in Ransom Center, Hillsdale County, Michigan, in 
1867 and was graduated from Wayne University College 
of Medicine in 1896. He was chief surgeon at the Michi- 
gan Veterans Facility from 1927 to 1941, was a mem- 
ber of the Kent County Medical Society, a retired mem- 
ber of the Michigan State Medical Society and a member 
of the American Medical Association. Doctor Hammond 
expired on October 9, 1949, in Grand Rapids at the age 
of eighty-two. 

* * * 

Arthur Field Harrington, M.D., of Montague, Michi- 
gan, was born June 11, 1876, near Grand Rapids. He 
was graduated from the University of Michigan School 
of Medicine in 1903 and also attended the New York 
Postgraduate School. He served as Chief of Staff at 
Hackley Hospital, Muskegon, for five years, was a mem- 
ber of the Muskegon County Medical Society, a life 
member of the Michigan State Medical Society, a mem- 
ber of the American Medical Association, and a Fellow 
of the American College of Surgeons. Doctor Harring- 
ton died November 7, 1949, in Montague, at the age of 
seventy-three years. 

* * 

Albert Edward Henwood, M.D., of Mattawan, Michi- 
gan, was born March 28, 1878, in Dowagiac. He was 
graduated from the Detroit Medical College in 1902, 
served as a captain in the U. S. Army Medical Corps 
during World War I and with the 126th Infantry Divi- 
sion of the Michigan National Guard. Doctor Henwood 
was an honorary member of the Kalamazoo County 
Medical Society. He died August 23, 1949, at the age 
of seventy-one in Mattawan. 


* * * 


Norman W. Heysett, M.D., of Hart, Michigan, was 
born in Baldwin, Michigan, in 1904 and was graduated 
from the Indiana University School of Medicine in 1929. 
He served as president of the Oceana County Medical 
Society in 1934, was a member of the Michigan State 
Medical Society and of the American Medical Associa- 
tion. He was also affiliated with the American Trudeau 
Society, the American College of Chest Surgeons, the Nu 
Sigma Nu medical fraternity, and the Phi Gamma Delta 
fraternity. Doctor Heysett died September 6, 1949, in 
Fort Wayne, Indiana, at the age of forty-five years. 

— € * 


Harold Alonzo Hume, M.D., of Owosso was ‘born in 
1884 in Owosso and was graduated from Wayne Uni- 
versity College of Medicine in 1909. He served as a 
Lieutenant Colonel in the U. S. Army Medical Corps, 
Michigan National Guard, during World War I, was 
Chief Surgeon for the Ann Arbor Railroad. He was a 
member of the Shiawasee County Medical Society, the 
Michigan State Medical Society, the American Medical 
Association, the American College of Surgeons and the 
Phi Beta Phi medical fraternity. Doctor Hume died at 
the age of sixty-four on August 18, 1949, in Owosso. 
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Ivan Lewis Hunt, M.D., of Scottville, Michigan, wa; 
born in April, 1884, near Scottville and was graduated 
from the University of Michigan Medical School jy 
1906. He served as mayor of Scottville for five years 
was a member of.the Board of Education for ten years 
and was City Health Officer. He was a member of the 
Mason County Medical Society, the Michigan State 
Medical Society and the American Medical Association. 
Doctor Hunt had practiced in Scottville for thirty-seven 
years and died June 14, 1949, at the age of sixty-five. 


* * * 


Harold Lee Hurley, M.D., of Jackson was born Sep. 
tember 11, 1890, in Hamburg, Michigan, and was 
graduated from Wayne University School of Medicine jn 
1913. He served with the Army Medical Corps during 
World War I. He was president of the Jackson County 
Medical Society in 1926, was a member of the Michigan 
State Medical Society, the American Medical Association, 
the Phi Beta Phi medical fraternity and was a Fellow 
of the American College of Surgeons. Doctor Hurley 
died in Jackson, on March 11, 1949, at the age of fifty- 
eight years. 

* * * 

Stanley W. Insley, M.D., of Detroit was born in Gray- 
ling, Michigan, in 1899 and was graduated from Wayne 
University College of Medicine in 1922. He was a past 
president and secretary of the Wayne County Medical 
Society and was at one time editor of the Detroit Medical 
News. He served as president of the Michigan Allergy 
Society in 1942, was a member of the Wayne County 
Medical Society, the Michigan State Medical Society 
which he served as a leading member of its House of 
Delegates and of several important committees, a mem- 
ber of the American Medical Association and the Ameri- 
can Academy of Allergy. Doctor Insley was Assistant 
Professor of Clinical Medicine at Wayne University at the 
time of his death on August 9, 1949, in Detroit. He was 
fifty years of age. 

* & 

Richard Gainsforth James, M.D., of Detroit was born 
July 17, 1882, in Ontario and was graduated from 
Wayne, University College of Medicine in 1904. He 
served with the U. S. Army Medical Corps during World 
War I. He was a member of the Wayne County Medical 
Society, the Michigan State Medical Society and the 
American Medical Association. Doctor James died on 
May 29, 1949, at his summer home near Kingsville, 
Ontario, at the age of sixty-seven years. 

* * # 

Harry Asbury Jefferson, M.D., of Flint was born Oc- 
tober 5, 1880, in Stateline, Wisconsin, and was gradv- 
ated from the University of Illinois College of Medicine 
in 1905. He served as a medical officer with the 32nd 
Division during World War I, was a former member of 
the Genesee County Medical Society, the Michigan State 
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Harry Asbury Jefferson, M. D. 
(Continued from Page 234) 


Medical Society and the American Medical Association, 
Doctor Jefferson died October 24, 1949, in Flint, at the 
age of sixty-nine years. 

* 
John A. Keho, M.D., of Bay City was born in 1874 
Saginaw, Michigan, and was graduated from Wayne 
University College of Medicine in 1897. He was Cin 
Health Officer for ten years, was a member of the Bay 
County Medical Society, a life member of the Michigan 
State Medical Society and a member of the Auneticas 
Medical Association. Doctor Keho died July 30, 1949 
at the age of seventy-five in Bay City. 


* * 








* 





* 





* 


Thomas Ralph Kemmer, M.D., of Grand Rapids was 
born in 1892 and was graduated from Vanderbilt Uni- 
versity School of Medicine, Nashville, Tennessee, jn 
1918. He served with the U. S. Army Medical Corps 
during World War I. He was a member of the Kent 
County Medical Society, the Michigan State Medical 
Society and the American Medical Association. Doctor 
Kemmer died at the age of fifty-seven years, September 
8, 1949, in Grand Rapids. 


* * * 











Armand George Kersten, M.D., of Detroit was born 
April 20, 1891, in Detroit, and was graduated from 
Wayne University College of Medicine in 1914. He 
served with the U. S. Army Medical Corps during World 
War I. He was head of the Department of Urology at 
St. Mary’s Hospital for thirty years, Detroit City physi- 
cian, 1915-1917, and first staff president at Eloise Hos- 
pital. He was a member of the Wayne County Medical 
Society, the Michigan State Medical Society, the Ameri- 
can Medical Association, the American College of Sur- 
geons and the American Urological Society. Doctor 
Kersten died August 30, 1949, in Detroit at the age of 
fifty-eight. 

* 


* * 


Floyd Heaton Lashmet, M.D., of Petoskey, Michigan, 
was born September 12, 1898, in Manchester, Illinois, 
and was graduated from the University of Michigan 
Medical School in 1927. He saw military service with 
the Army during World War I. He was Assistant Pro- 
fessor of Internal Medicine at the University of Michigan 
1929-34 and was Chief-of-Staff at Lockwood General 
Hospital, Petoskey. He was a member of the Northern 
Michigan Medical Society, the Michigan State Medical 
Society, the American Medical Association, the Phi Sigma 
Biological Fraternity, Sigma Xi, Alpha Kappa Kappa, 
a Fellow of the American College of Physicians, a Dip- 
lomate of the American Board of Internal Medicine and 
a member of the American Society for Clinical Investiga- 
tion. Doctor Lashmet died October 24, 1949, in Petoskey 
at the age of fifty-one. 





* * * 

William W. Lathrop, M.D., of Jackson was born April 
8, 1862, in Jackson and was graduated from the Uni- 
versity of Michigan Medical School in 1884. He was 4 
member of the Jackson County Medical Society, an emeri- 


(Continued on Page 238) 
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1900 + PELTON’S GOLDEN JUBILEE + 1950 





SIMPLICITY OF INSTALLATION ... 
EASE OF OPERATION 


are two of the outstanding features of this large 


Pelton Self-Contained Autoclave 


Eliminating the need for costly installation, this unit, 
finished in lustrous chrome and embracing the latest 
developments for automatic operation, provides ample 
capacity for multiple offices, clinics and small hospitals. 
Inside chamber dimensions: 12” by 22”; overall, 33” deep, 
20” wide, 60” high on tubular stand. Operates on 220 AC. 


Ask your dealer now for details of Pelton 
LV Autoclave. or write for literature. 


PELTON 


THE PELTON & CRANE CO., DETROIT 2, MICHIGAN 


Fepruary, 1950 
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William A. Lathrop, M.D. 
(Continued from Page 236) 








tus member of the Michigan State Medical Society, a 
member of its “Fifty Year Club” and a member of the 
American Medical Association. Doctor Lathrop had prac- 
ticed for sixty-four years in Jackson and died on May 7, 
1949, at the age of eighty-seven in Jackson. 


* * * 
































Paul Herman Lippold, M.D., of Detroit was born in 
Escanaba, Michigan, in 1890 and was graduated from 
Wayne University College of Medicine in 1916. He was 
a member of the Wayne County Medical Society, .the 
Michigan State Medical Society and the American Medi- 
cal Association. Doctor Lippold died in Detroit on 
November 15, 1949, at the age of sixty years. 


















































* ne * 

Donald Kenneth Mac Queen, M.D., of Laurium, 
Michigan, was born in Ontario in 1866 and was gradu- 
ated from the Medical Faculty of Trinity University, 
Toronto, in 1890. He was a member of the Houghton- 
Baraga-Keeweenaw County Medical Society, an emeri- 
tus member of the Michigan State Medical Society, a 
member of its “Fifty Year Club,” and a member of 
the American Medical Association. Doctor Mac Queen 
had practiced at Laurium since 1904 and was eighty- 
four years of age at the time of his death on October 
16, 1949. 















































IN MEMORIAM 


born in 1888 and was graduated from the Universit, 
of Michigan Medical School in 1913. He was a member 
of the Wayne County Medical Society, the Michigan 
State Medical Society, and the American Medical Aggo. 
ciation. Doctor McCormick died on March 24, 1949 
in Detroit at the age of sixty-one. 

* * * 

Francis Joseph McCue, Jr., M.D., of Adrian, Michi. 
gan, was born April 12, 1908, in Hudson, Michigan, ang 
was graduated in 1935 from the University of Michigan 
Medical School. He served with the U. S. Navy during 
World War II. He was a member of the Lenawee County 
Medical Society, the Michigan State Medical Society, 
the American Medical Association and the American 
College of Surgeons. Doctor McCue was forty-one years 
of age at the time of his death on April 26, 1949 in 
Adrian. 


* * * 

Edwin A. McManus, M.D., Mesick, Michigan, was 
born May 5, 1863, in Woodstock, Ontario. He wa; 
graduated from the University of Michigan School of 
Dentistry in 1884 and from the Michigan College of 
Medicine and Surgery in 1898. He was a past president 
of the Wexford-Missaukee County Medical Society, a 
member of the Michigan State Medical Society and of 
the American Medical Association. He was village presi- 
dent at Mesick for twenty-four years and had practiced 
medicine more than fifty years. Doctor McManus died 





* * & 


Crawford Ward McCormick, M.D., of Detroit was 





April 11, 1949, in Mesick at the age of eighty-five years. 
(Continued on Page 240) 


































FISCHER Spacesaver 30" 


Radiographic-Fluoroscopic Unit 


2 

and Examining Table 
In MINIMUM SPACE and at MINIMUM COST this splendid unit pro- 
vides not only an examining table but a 30-milliampere, many-pur- 
pose x-ray plant. With MINIMUM EFFORT on the part of the operator 
a change may be made from horizontal radiography to horizontal 
fluoroscopy, or vice versa, without moving the patient from the table. 
The change from vertical fluoroscopic to vertical radiographic posi- 
tions is equally easy. 
Low in price with many Extra Value features. 
121 steps of kilovoltage regulation, making possible the universally 
valuable thickness-of-part technic for the most accurate radiographic 
end results. 
A standard Bucky diaphragm may be used, or, where extreme economy 
dictates, a stationary grid may be used. 


Exposure timing done by x-ray timer, not by less accurate Bucky 
timing mechanism. 


A full size 12” x 16” Patterson Type B-2 Fluoroscopic Screen supplied 
AT NO EXTRA CHARGE. 


Neon-lighted foot ‘switch for easy location in darkened room during 
fluoroscopy. 

Absolute safety for patient and operator. 

“Spacesaver” available also in 250-, 100-, and 50-milliampere models, 
all with remote control. 


Produced by the holder of a series of Army-Navy awards unequalled by any other 
manufacturer of x-ray equipment—The “E”’ Flag with three stars plus the U. ». 
Navy Certificate of Achievement—all for outstanding services rendered. 


M. C. HUNT 


868 Maccabees Bldg., Detroit 2, Mich. 
Distributor for 


H. G. FISCHER & CO. 








HORIZONTAL 
FLUOROSCOPY 


VERTICAL 
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Say you saw it in the Journal of the Michigan State Medical Society 








Borden's has Salt-Free 
Cottage Cheese 
for restricted diets. 


This fresh dairy product is 
fat-free (4, of 1% or less)— 
very high in complete 7 
proteins...very low in | (Cottage Cheese is 
total calories! high in calcium, 
too... fine stuff 
for diets! 








possible, when its good for 
Ou—but it tastes good too! 


Bordens am 


FARM PRODUCTS CO. OF MICHIGAN 
DETROIT, MICHIGAN 
WALNUT 1.9000 
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SURGICAL CORSETS 
SPINAL BRACES 
ARTIFICIAL LIMBS 
LEG BRACES 


Prescription Work 
a Specialty 


D. R. COON 
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Say you saw it in the Journal of the Michigan State Medical Society 


(Continued from Page 238) 


Harold Abiud Miller, M.D., of Lansing was hor, 
November 28, 1891, in Lansing, Michigan, and was grad. 
uated from the University of Michigan Medical School jp 
1916. He took postgraduate studies at the Chicago 
Lying-in-Hospital, and served with the Army Medical 
Corps during World War I. He served as chairman of 
the Michigan State Medical Society Legislative Com. 
mittee for six years, was a past president of the Ingham 
County Medical Society, and was Chief-of-Obstetrics 
at St. Lawrence Hospital for many years. Doctor Miller 
was also a member of the American Medical Associa. 
tion and the Michigan Society of Obstetrics and Gyne. 
cology. He died on March 1, 1949, in Lansing, Michigan, 
at the age of fifty-eight years. 


* 





* 





* 


Morey David Miro, M.D., of Detroit was born in 1908 
and was graduated from the Wayne University College 
of Medicine in 1932. He was a member of the Wayne 
County Medical Society, the Michigan State Medical 
Society and the American Medical Association. He was 
forty-one years of age at the time of his death on March 
29, 1949, in Rochester, Minnesota. 


* 


GLAUCOMA IN GENERAL PRACTICE 
(Continued from Page 206) 


* * 





glaucoma if related by a patient past forty years 
of age. All such patients are entitled to an exami- 
nation by a medical ophthalmic specialist. 


2. The general practitioner should heartily sup- 
port the ocular regime for the treatment of chronic 
glaucoma, as laid down by the opthalmologist. 


3. Acute glaucoma is a surgical emergency. It 
must never be treated with atropine. 


4. Congenital glaucoma must be treated sur- 
gically, preferably in the first attack before en- 
largement of the globe has ensued. 


5. Traumatic hyphemia with secondary glav- 
coma requires paracentesis in the first few hours 
before damage to the cornea and optic nerve has 
become permanent. 


INVESTIGATION? 


Oscar R. Ewing, United States Federal Security Ad- 
ministrator, spent a week in London, pronounced the 
British National Health Insurance plan a success and said 
that a similar scheme would be good for the United 
States.... It has since been learned that Mr. Ewing did 
not visit a single doctor’s surgery or inspect a hos 
pital. ... 

The A.P. reports that during his week in London, 
“Ewing saw the prime minister, the ministers of health, 
national insurance and education and a number of other 
people.” . .. Just a good thorough, unbiased appraisal 
of the situation, eh, Mr. Ewing? 


—Joun S. Knicut, Editorial in 
Detroit Free Press, December 18, 1949 


|MSMS 
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The American Academy of General Practice of Michi- 

gan will sponsor a dinner meeting at the Book-Cadillac 

Hotel, Detroit, on Wednesday, March 8, 1950—on the 

occasion of the Michigan Postgraduate Clinical Institute. 
* * ” 

Wayne University College of Medicine Alumni Asso- 
ciation will hold an Alumni Dinner on Wednesday, March 
8, 6:00 p.m., Book-Cadillac Hotel, Detroit. J. E. Cole, 
M.D., 344 Glendale, Detroit, is Chairman of Arrange- 
ments. Wives of alumni are cordially invited. 

Wayne University College of Medicine Alumni head- 
quarters—during the Michigan Postgraduate Clinical In- 
stitute—will be in the Book-Cadillac Hotel, Detroit. 
Look on bulletin board for number of suite. 

ca * * 

The Michigan Proctological Society will hold a dinner 
meeting on Thursday, March 9, 1950, at the Book-Cadil- 
lac Hotel, Detroit, on the occasion of the Michigan 
Postgraduate Clinical Institute. E. F. Sladek, M.D., 
Traverse City, President, will be in charge of the meeting. 

* * * 

The Academy of General Practice of Wayne County 
will meet in the Book-Cadillac Hotel, Detroit, on Thurs- 
day, March 9, 1950, at 8:00 p.m.—coincident with the 
Michigan Postgraduate Clinical Institute. 

2 6 

The Detroit Regional Committee on Trauma, Ameri- 
can College of Surgeons, will hold a Symposium on Trau- 
ma on Wednesday, March 8, 1950, in the English Room 
of the Book-Cadillac Hotel, Detroit, from 3:00 to 5:00 
= Program 
Traumatic Wounds of the Hand—Josepu L. Poscu, In- 

structor in Surgery 

Treatment and Care of Multiple Rib Fractures—Paut V. 

O’RourkgE, Senior Instructor in Surgery; Visiting Sur- 
geons, Herman Kiefer Hospital 

Foreign Bodies of the Rectum—Cuar.tes W. Burt, In- 
structor in Surgery 

Treatment and Care of the Ischemic Limb as the Result 
of Trauma—Prescott JorpDAN, Jr., Instructor in Sur- 
gery 

Perforation of Small Bowel following Non-penetrating 
Wounds of Abdominal Wall—Grover C. PENBERTHY, 
Professor of Clinical Surgery; JosepH L. Poscu, In- 
structor in Surgery; and Cuarves R. Reiners. Fel- 
low in Surgery (to be read by Dr. Reiners) 

Delayed Hemorrhage from the Ruptured Spleen —A. M. 
LarcE, Assistant Professor of Surgery, and RicHaRD 
Bern, Fellow in Pathology (to be read by Dr. 
Large) 


All members of the Michigan State Medical Society 
are invited to attend this symposium. 

The Michigan Regional Committee, of which G. J. 
Curry, M.D., Flint, is chairman, and D. R. Braise, M.D., 
of Flint, is secretary, will hold its mid-year business meet- 
ing following a luncheon in the Book-Cadillac Hotel on 
March 8. The Michigan Committee will be guests of 
the Detroit Regional Committee on Trauma, American 
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College of Surgeons, of which Duncan A. Cameron, MD, 
of Detroit is chairman. . 
* * x 

The Michigan Branch of the American Academy of 
Pediatrics will hold a dinner meeting at the Book-Cad. 
illac Hotel, Detroit on Thursday, March 9 at 7:00 pm, 
during the meeting of the Michigan Postgraduate Clinical 
Institute. 

The Michigan Branch of the Academy, organized at 
the last Grand Rapids MSMS Annual Session, plans to 
meet semi-annually, in March coincident with the Insti- 
tute, and in September during the MSMS Annual Session. 

For reservations at the March 9 dinner contact W. S. 
Nolting, M.D., 16840 E. Warren, Detroit 24, Michigan. 

* * x 

Wm. Lewis Brosius, M.D., De- 
troit will deliver the third annual 
Sykes Lecture, a feature of the 
1950 Michigan Postgraduate Clin- 
ical Institute. The Lecture is 
scheduled for Thursday noon, 
March 9, in the Crystal Ballroom 
of the Book-Cadillac Hotel, De- 
troit. 

The Sykes Lecture was estab- 
lished in 1948 through a grant 
from R. S. Sykes, D.D.S., of Muir, 
Michigan, and annually presents 
outstanding authorities in the cancer field. The first lec- 
ture was given by Frederick A. Coller, M.D., Professor 
of Surgery, University of Michigan Medical School. 
Harry S. N. Greene, M.D., Professor of Pathology, Yale 
University School of Medicine, delivered the address at 
the 1949 Institute. 





R. S. Syxes, D.D.S. 


* * * 


American Board of Ophthalmology examinations: 
written qualifying tests will be taken in Chicago on 
October 2-6, 1950. For further information write Edwin 
B. Dunphy, M.D., Secretary-Treasurer, 56 Ivie Road, 
Cape Cottage, Maine. 

* * * 

The Trust Territory of the Pacific Islands (the Mari- 
anas, the Carolines, and the Marshalls) represent 9 
islands entrusted to the United States. Of these 64 are 
at present inhabited. The distance from the extreme 
western party of the Caroline Islands to the extreme 
eastern part of the Marianas is about 2,765 statute miles. 
The islands fall into three time zones, with one hour of 
difference between each zone. From time to time, many 
of these islands were under Spanish rule, then German 
rule, Japanese rule, and now “trusteed” to the United 
States. The problems dropped into the lap of Uncle Sam 
with his island “empire” are multifarious and not easily 


solved. 
(Continued on Page 244) 
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Under direction of 
Daughters of Charity 
of St. Vincent de Paul 


Newly reorganized and mod- 
ernized for individualized care 
and treatment of the nervous 
and mentally ill and alcoholics. 


Martin H. Hoffmann, M. D. 
Medical Superintendent 


23200 Michigan 
DEARBORN « near Detroit 
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a beverage with unique values 


Buttermilk in the bottle is in the same state which sweet milk 
reaches when it is first acted upon by the digestive juices. There- 
fore it is partially pre-digested. Moreover, there is little chance 
of it forming hard, tough curd-masses in the intestinal tract. 


These are some of the unique values of buttermilk in combat- 
ting certain intestinal derangements among infants and adults, 
in relieving constipation and alleviating stomach disorders. For 
buttermilk of uniformly high quality, made with pasteurized 
milk, may we suggest Sealtest Buttermilk? 


DETROIT CREAMERY 
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Aureomycin, Bacitracin, Chloromycetin 
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Complete Stocks 
Expert Handling 





When in urgent need of materials of these 
types contact us by telephone (Toledo L.D. 
167) and immediate shipment will be 
made. 


The Rupp & Bowman Company 


315-319 Superior Street 
Toledo 3, Ohio 
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Say you saw it in the Journal of the Michigan State Medical Society 


(Continued from Page 242) 


Seventy-eight per cent of England’s health scheme js 
paid by taxation. Only one-sixth of the worker's weekly 
contribution of $1.00 goes to the health fund. However, 


this is not known by most of the workers in England, 
* * * 


“The welfare state is founded on the lack of faith jn 
the people,” stated John W. McPharrin in a talk at 
AMA Secretaries Conference, November 4, 1949, Chicago, 

* * * 

Rural practice experience is medical graduation re. 
quirement in Kansas. To acquaint students with the 
actual problems of general practice in rural areas, several 
weeks of training in the field of rural medicine will be. 
come a prerequisite for graduation from the University 
of Kansas Medical School. Senior medical students will 
be required to spend this time as an observer in the 
office of a general practitioner in a Kansas town of 
under 2,500 population. Dean Franklin D. Murphy, 
M.D., has selected thirty-nine Kansas physicians to carry 
out the work. 

Similar plans are being carried out in Wisconsin and 


Oklahoma. 













* * * 


Postgraduate Assembly in Endocrinology, including 
diabetes, will be held at the Roney Plaza Hotel, Miami 
Beach, Florida, April 3-8, 1950, under the sponsorship 
of the Association for the Study of Internal Secretions 
and the American Diabetes Association. Fee of $75.00 
for entire course with attendance limited to 100. Regis- 
tration closes March 3. For program, write Harry H. 
Turner, M.D., 1200 N. Walker Street, Oklahoma City 
3, Oklahoma. 





* + * 


The American College of Surgeons held a sectional 
meeting in Louisville, Kentucky, on February 20-21, ac- 
cording to F. A. Coller, M.D., Ann Arbor, president. 
Other sectional meetings will be held in Pittsburgh, 
March 14-15; Montreal, March 20-21; Winnipeg, April 
3-4; and Seattle, April 10-11. For program, write Ameri- 
can College of Surgeons, 40 E. Erie Street, Chicago 11, 


Illinois. a 


The First International Congress on Diseases of the 
Chest will be held in Rome, Italy, September 17-20, 1950. 
For information, write Chevalier L. Jackson, M.D., Chair- 


man, 500 N. Dearborn Street, Chicago 10, Illinois. 
* * * 


The American Society for the Study of Sterility will 
hold its annual meeting in San Francisco, June 24-25, 
1950. For program, write Walter W. Williams, M.D., 
Secretary-Treasurer, 20 Magnolia Terrace, Springfield 8, 
Massachusetts. 

The Society offers an annual reward of $1,000 as the 
“Ortho Award” for an essay on the results of some 
clinical or laboratory research pertinent to the field of 
sterility. Full particulars may be obtained by writing the 


Secretary. Essays must be in his hands by April |, 1950. 
* * * 


The American Goiter Association will meet at the 
Shamrock Hotel, Houston, Texas, March 9-11, 1950. 
For program, write George C. Shivers, M.D., Secy-; 
Colorado Springs, Colo. 


(Continued on Page 246) 
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THE HAVEN SANITARIUM, INC. 


1850 PONTIAC ROAD 


Leo H. BARTEMEIER, 


Chairman of the Board 
Emit L. FroeLticHer, M.D. 


Clinical Director 


Mr. GRAHAM SHINNICK 


Manager 


ROCHESTER, MICHIGAN 


Telephone 944] 


M.D. 


A private hospital 25 miles north of Detroit for the 
diagnosis and treatment of mental and emotional 


illness—psychoanalytically trained resident physi- 


cians. 
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Reliable — Equipment 


THE NEW 


BIRTCHER CRYSTAL BANDMASTER 


with 


TRIPLE INDUCTION 


DRUM 


The Birtcher Crystal Bandmaster Short Wave Diatherm com- 
bined with the new Triple Induction Drum provides better 
diathermy application. The Triple Induction Drum affords 
a method for applying the large area technic which is being 
recognized as the outstanding advantage of short wave 


diathermy over other methods. 


Because it provides true 


electromagnetic induction, it generates heat in the deep tissues 
with minimum surface heat. 


* FCC and Underwriters Approved! 


* Write for Free Information! 
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NOBLE-BLACKMER, INC. *. 


267 W. MICHIGAN AVE., JACKSON, MICH. 
Fesruary, 1950 
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ARTIFICIAL LIMBS 
PLASTIC ARMS 


Braces @ Surgical Garments e Trusses 


Precision made artificial 
limbs manufactured by 
us have made Rowley us- 
ers capable of doing most 
everything the normal 
person can do. 


We manufacture and fit 
the new above-knee suc- 
tion socket limb, which 
requires no pelvic belt or 
any type of suspension. 


E.H. ROWLEY CO.), Inc. 


TO. 8-6424 


TO 8-1038 


38 Years in Business 


11330 Woodward Ave.—Detroit 2 


LANSING BRANCH 





1129 N. WASHINGTON—PHONE 9-5217 











THE 


MEDICAL PROTECTIVE 


COMPANY 


FORT WAYNE: INDIANS 













Professional Protection 


Exclusively 


since 1899 


DETROIT Office: 


George A. Triplett, A. G. Schulz and 
Richard K. Wind, Representatives, 


1015 Majestic Bldg., 
Telephone Woodward 1-2556 











Say you saw it in the Journal of the Michigan State Medical Society 


(Continued from Page 244) 
The Wayne University School of Occupational Health 
was terminated recently, and the resignation of Raymond 
Hussey, M.D., was accepted, with Wayne University 
President Henry stating: “I feel that Dr. Hussey “i 
contributed not only locally but nationally, a brand of 
thinking which eventually I feel certain will produce 
lasting results.” 







* * * 





Responsibilities and duties of County Advisory Com. 
mittees to the National Foundation for Infantile Paralysis 
The County Advisory Committee can aid the National 
Foundation for Infantile Paralysis: 

(a) To establish the need for medical care 

(b) To estimate the extent and duration of the hos. 

pitalization and medical care 

(c) To review and audit all bills for medical services 

presented for payment by the Foundation. The 
Uniform Fee Schedule for Governmental Agen. 
cies is to be used as a guide in determining the fees 

(d) To set the amount of money to be paid by the 

local chapter 

(e) To review all cases at regulay intervals with a 

view toward shortening the length of hospitaliza. 
tion required. 
















* * * 

Nearly 1,000,000 dependents of deceased veterans were 
on Veterans Administration compensation and pension 
rolls on November 1, 1949. Included were 393,000 
widows, 287,000 children and 288,000 parents. 


* * * 

W. H. Huron, M.D., Iron Mountain, has been ap- 
pointed by the American Medical Association’s Board 
of Trustees as a member of the newly created Legislative 
Committee of the AMA. Congratulations Dr. Huron! 
































TB claims more lives than all other 
infectious and parasitic diseases com- 
bined. From 1944 to 1948 inclusive, 
these diseases (not including the pneu- 
monias) totaled 14,429 deaths in Michi- 
gan. Of this number TB caused 
59.27%; syphilis 18.23%; influenza 
7.76% ; cerebrospinal meningitis 1.69%; 
polio 1.64%; and all others (more than 
25) 11.41%. Tuberculosis—a truly pre- 
ventable disease—is far from _ being 
under control. 


Michigan Tuberculosis Association 











“One-third of the more than 52,000 veterans who are 
mental patients in Veterans Administration hospitals have 
not been visited by members of their family or friends in 


a year or more.’”—Veterans Administration news release 
from its Information Service, December 28, 1949. 
* * x 


The Bay County Medical Assistants Society was o- 
ganized on December 11, 1949, and a new constitution 
and by-laws were adopted. Officers were elected as fol- 
lows: Mrs. E. Billette, president; Miss Maxine Blanchett, 
president-elect; Mrs. Dorothy Jones, recording secretary, 
Mrs. Alice Andrews, corresponding secretary; and Miss 
Marion Elbinger, treasurer. 


(Continued on Page 248) 
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225 Sheridan Road Medical Director Phone Winnetka 6-0211 











North Shore 
Health Resort 


Winnetka, Illinois 


on the Shores of 
Lake Michigan 


A completely equipped sanitarium for the care of 
nervous and mental disorders, alcoholism and drug addiction 


offering all forms of treatment, including electric shock. 


SAMUEL LIEBMAN, M.S., M.D. 
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Fepruary, 


1950 247 
Say you saw it in the Journal of the Michigan State Medical Society 





























NEWS MEDICAL 


(Continued from Page 246) 
Michigan Authors 


Herman Pinkus, M.D., Monroe, Michigan, and David 
Frisch, M.D., formerly of Detroit, now in Minneapolis, 
Minnesota, are authors of a paper entitled “Inflammatory 
Reactions to Molluscum Contagiosum, Possibly of Im- 
munologic Nature” published in The Journal of Investi- 
gative Dermatology, November, 1949. Dr. Pinkus is also 
author of two other papers published in 1949: “Retic- 
ulogranuloma,” in American Journal of Diseases of Chil- 
dren, April, 1949, and “Alpha Ray Treatment of Der- 
matoses with Thorium X,” in The Journal of Investiga- 


tive Dermatology, January, 1949. 
aa * * 


William Stanley Smith, M.D., Ann Arbor, is the au- 
thor of a paper, “Streptomycin in Chronic Traumatic 
Osteomyelitis,’ which appeared in Archives of Surgery, 
January, 1950. 


* * * 

Arthur C. Curtis, M.D., Ann Arbor, will present a 
paper at the Scientific Assembly of the American Acad- 
emy of General Practice, to be held in St. Louis, Mis- 
souri, February 20 to 23, on “Cutaneous Manifestations 
of Internal Disease.” 


* & 

G. W. Edmonds, M.D., W. H. Comer, M.D., J. D. 
Kennedy, M.D., and I. B. Taylor, M.D., Detroit, are 
authors of an original article “Intravenous Procaine in 
General Anesthesia” which appeared in JAMA of No- 
vember 12, 1949. 








Cook County Graduate School of Medicine — 


ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technique, 

two weeks, starting February 20, March 20. 

Surgical Technique, Surgical Anatomy and Clinical 
Surgery, four weeks, starting February 6, March 6. | 

Basic Principles in General Surgery, two weeks, start- | 
ing April 3. 

Personal Course in General Surgery, two weeks, start- 
ing April 17. 

Surgery of Colon and Rectum, one week, starting 
March 6, April 10. 

Esophageal Surgery, one week, starting June 5. 

Breast and Thyroid Surgery, one week, starting June 
26 


Thoracic Surgery, one week, starting June 12. 
Gallbladder Surgery, ten hours, starting April 24. | 
| Fractures and Traumatic Surgery, two weeks, starting 

March 20. 
| GYNECOLOGY—Intensive Course, two weeks, starting 
| February 20, March 20 
Veena * 2 to Pelvic Surgery, one week, start- 
ch 6. 
opstETeics— Intensive Course, two weeks, starting | 
March 6, April 3. | 
PEDIATRICS Intensive Course, two weeks, starting 
| pril 3 
ey ey in Cerebral Palsy, two weeks, start- 
ing Ju 
MEDICINE—Intensive General Course, two weeks, start- 
ing April 24. Electrocardiography and Heart Dis- 
ease, four weeks, starting March 13. 

Hematology, one week, starting May 8. 

Gastro-enterology, two weeks, starting May 15. 

Liver and Biliary Diseases, one week, starting June 5. 
Gastroscopy, two weeks, starting March 6, ay 15. 
DERMATOLOGY—Formal Course, two weeks, starting 
May 8. Informal Clinical Course every two weeks. 

UROLOGY—Intensive Course, two weeks, starting April 


Cystoscopy, Ten-day Practical Course, every two 
weeks, 


| 
| General, Intensive and Special Courses in all Branches of 
Medicine, Surgery and the Specialties. 


_ TEACHING FACULTY—ATTENDING 
| STAFF OF COOK COUNTY HOSPITAL 


Address: REGISTRAR, 427 South Honore Street 
Chicago 12, Illinois 
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C. C. Sturgis, M.D., Ann Arbor, is author of an Origi. 
nal article “Hematologic Disorders” which appeared j, 
JAMA of December 3, 1949. 

* * * 

Roland P. Reynolds, M.D., Clarence I. Owen, M. D, 
and Meyer O. Cantor, M.D., Detroit, are authors of a, 
original article “Aneurysm of Uterine Artery and Vein” 
which appeared in the November 19, 1949, JAMA, 


* * * 


Frederick A. Coller, M.D., and Marion S. DeWees. 
M.D., Ann Arbor, are authors of an original article “Pre. 
operative and Postoperative Care” which appeared jj 


JAMA of November 5, 1949. 


* * # 

Eugene H. Payne, M.D., Detroit, is co-author of ap 
original article “Pertussis Treated with Chloramphenico]” 
which appeared in JAMA of December 31, 1949. 


* * * 


C. G. Menzies, M.D., Iron Mountain, addressed the 
Professional Women’s Club of Iron Mountain on January 
6, 1950, on the subject “The Fallacies of Socialized Medi- 
cine.” 

* * * 

Hippocrates essay competition. The International Col- 
lege of Surgeons announces its Hippocrates essay con- 
petition with the award of a $100 Government Bond for 
the best essay on “The Meaning of Hippocrates in the 
Medical World of Today.” Although the award is of- 
fered specifically to men in the medical profession any- 





ACCIDENT + HOSPITAL + SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS EXCLUSIVELY 







PHYSICIANS 
SURGEONS 
DENTISTS 


Att 






COME FROM 








$5,000.00 accidental death............... $8.00 

$25.00 weekly indemnity, accident Quarterly 
and sickness 

$10,000.00 accidental death............. $16.00 

$50.00 weekly indemnity, accident Quarterly 
and sickness 

$15,000.00 accidental death............. $24.80 

$75.00 weekly indemnity, accident Quarterly 


and sickness 
$20,000.00 accidental death............. $32.00 
$100.00 weekly indemnity, accident Quarterly 
and sickness 
Cost has never exceeded amounts shown. 
Also Hospital Policies for Members, Wives and 
Children at Small Additional Cost 


85c out of each $1.00 gross income used for 
members’ benefits 


$3,700,000.00 $16,000,000.00 
INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection of our members 
Disability need not be incurred in line of duty—benciits from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 
48 years under the samé ‘management 
400 First National Bank Bldg., Omaha 2, Nebr. 
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2-7790 Shoe Information 
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4-7790 








for the Profession 





19170 Livernois 
North of Seven Mile 











Established 1916 Detroit 26, Michigan, February, 1950 Our 34th Year 








THE TARSO SUPINATOR SHOE 
Another Hack Service. 


Due to the requests of a number of ortho- 
paedic surgeons and pediatricians, the Hack 
Shoe Co. now maintains a stock of TARSO 
SUPINATOR and TARSO PRONATOR 
SHOES, as well as of the Sabel Pre-Walker 
Clubfoot and Surgical Shoes. 
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The Tarso Supinator shoe pictured here is 
used to invert and adduct the flattened or 
severely pronated foot. 


Descriptive leaflet on request. 
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where in the world, there is no restriction as to eligibility. 
All essays should be addressed to Hippocrates Essay Con- 
test, 1516 Lakeshore Drive, Chicago 10, and must be 
postmarked not later than March 1, 1950. 


* * * 
Councilor R. C. Pochert, M.D., of Owosso, is spending 
ten weeks in Pakistan, doing postgraduate eye surgery at 
the Shikapur Clinic with Sir Henry Holland. 


* * 

“If the current trends are not checked, the mounting 
tax load and the continuance . . . of fiscal uncertainty 
will . . . undermine private enterprise by killing the 
incentives to take the risks essential to a dynamic, ex- 
panding economy,” according to Harold G. Moulton, 
president of the Brookings Institution. The American 
economy is not strong enough now to carry “the cumula- 
tive burden of the social overhead,” stated Dr. Moulton, 
who pointed out that in only two years out of the last 
twenty has the Federal Treasury had a surplus of 


fevenues over expenditures. 
* * # 


“Medical Days of Friendsh‘p.” During April, 1950, the 
International Society of Friends of Domus Medica is 
organizing Medical Days of Friendship. During this 
month, groups of American physicians who make a trip 
of three weeks in Europe under the auspices of the 
Domus Medica, will be the guests for one day, called the 
Medical Day of Friendship, of physicians of the most 
mportant countries visited. For further information, 


write Valentin Charry, M.D., 111 E. Oak Street, Chicago 
11, Illinois 


* * * 
The National Gastroenterological Association an- 


Fesruary. 1950 





nounces its Award Contest for 1950. The sum of $100 
and a certificate of merit will be given for the best un- 
published contribution on gastoenterology or allied sub- 
jects. For information, write the Association at 1819 
Broadway, New York 23, N. Y. Entries must be re- 
ceived not later than June 1, 1950. 

* * 


GP—Published by the American Academy of General 
Practice is the official name of the new monthly journal 
of the American Academy of General Practice. April 1 
is the publication date set for Volume 1, Number 1. 
Welcome, GP, with best wishes for great success and 
long life! 

* * * 

“Be Your Age,” a film made by the Metropolitan Life 
Insurance Company, is a sound 16mm. motion picture, 
running time eleven and one-half minutes. It is the 
dramatization of the recovery of a middle-aged, over- 
weight individual from a heart attack and his readjust- 
ment and acceptance of a proper living condition. The 
film is available at the headquarters of Michigan Heart 
Association, 4421 Woodward Avenue, Detroit 1, Michi- 
gan, and lends itself well as part of the program for 
mixed audiences. 

* * * 

Post-payment for Medical Care to recipients of Old- 
Age Assistance, Aid to Dependent Children and Aid to 
the Blind—The Michigan Social Welfare Commission 
and the Director of the Department of Social Welfare, 
W. J. Maxey, have developed a program of post-payment 
for medical care to recipients of Old-Age Assistance, Aid 
to Dependent Children, and Aid to the Blind, which is 
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Voluntary ACCIDENT 


and HEALTH 
Jusurance 


BETTER FOR YOU BECAUSE 


1 freedom of choice to select disability protec- 
tion and medical care insurance to fit your 
needs and pocketbook on a budget-basis! 












































2 freedom of choice to pick your doctor; hospital 
and type of service—Your right ONLY under 
voluntary insurance! 














3 lowest cost insurance ... no additional hid- 
den taxes to pay! 

















4 efficient and prompt payment of claims—no 
red tape! 


Whiting wl Whiting 
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now being inaugurated experimentally in six Michigan 
counties. This program has the approval of the MS§Ms 
Council. 

The Counties of Bay, Clare, Ingham, Kalamazoo, Kent, 
and Midland have been chosen for this experiment. If 
the revised procedure proves its effectiveness in these six 
counties, the program will be put into effect on a state. 
wide basis. 

The Welfare Supervisors of these six counties have 
been instructed to contact the county medical society 
secretary in their area. In turn, the secretaries of county 
medical societies are invited to present the details of 
this plan to their membership at the earliest possible 
moment. 

* * x 

The Northern Tri-State Post Graduate Medical Asso- 
ciation will hold its seventy-seventh annual meeting, 
Tuesday, April 11, 1950, at the Pantlind Hotel, Grand 
Rapids. 


Program 


“The Present Therapy of the Commonest Skin Diseases” 
—A. P. R. James, M.D., Director, City Skin and 
Syphilis Clinics, Toledo, Ohio 

“The Neurological Complications of Injury to the Head 
and their Treatment’—Paut C. Bucy, M.D., Professor 
of Neurology and Neurological Surgery, University of 
Illinois 

“The Place of Surgery in the Treatment of Peripheral 
Vascular Disease”—G. DeTaxats, M.D., Clinical As- 
sociate Professor of Surgery, University of Illinois 

“Rupture of Bladder and Urethra,” Etiology, Diagnosis 
and Treatment—VINCENT J. O’Connor, M_D., Pro- 
fessor and Head of Department of Urology, North- 
western University Medical School 

“Pathological Conference’—F. Hartman, M_.D., and 
Associates, Ford Hospital, Detroit 

“A Doctor Makes a Critical Survey of the Medical Pro- 
fession”—Paut R. Hawtey, M.D., Director, American 
College of Surgeons 

“Pharmacologic Approach to the Treatment of Neuro- 
genic Disorders”—FrepErIcK F. YonKMAN, M_.D., Di- 
rector of Research, Ciba Pharmaceutical Products 

“Methods for Diagnosing the Types of Anemias and the 
Choice of Medicines in their Treatment”—R. Isaacs, 
M.D., Associate Professor of Medicine, University of 
Michigan 

“The Management of the Diabetic Patient by the General 
Practitioner’—J. H. Warvet, M.D., Consultant, Re- 
search Department, Eli Lilly Company 

“Anemias of Childhood, Plan for Diagnosis and Outline 
of Treatment”—J. L. Wmtson, M.D., Department of 
Pediatrics and Communicable Diseases, University of 
Michigan ; : 
All members of the Michigan State Medical Society 

are cordially invited to attend. 

* * * 

The Michigan Society of Anesthesiologists held its reg- 
ular monthly meeting on January 18, 1950, at the Hotel 
Porter, Lansing, Michigan. The program consisted of a 
series of case presentations by the membership. 

The society will meet in Lansing (Porter Hotel) on 
March 15, at 6:30 p.m. Maurice H. Seevers, M.D., Pro- 
fessor of Pharmacology, University of Michigan, will 
speak on “Newer Pharmacological Developments !? 
Anesthesia.” All MSMS members are invited to attend. 

* * * 

During the past year working relations have been 
established between the Michigan Children’s Aid Society 
and the seven Lansing pediatricians which have been most 
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Developed by Michigan’s First Registered Pharmacist 
e 

Recommended by Eminent Michigan 

FLAVOR MELLOWED 4 YEARS IN WOOD 


GINGER ALE 


Physicians 





FOR HOME AND HOSPITAL 
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satisfying. In November, 1948, a medical program for 
children under the care of the Lansing Branch of the 
Michigan Children’s Aid Society was instituted. 

Dr. Horace French helped in bringing a routine medi- 
cal program before the Lansing Pediatricians. Each doc- 
tor responded by setting aside one period each month 
when workers, accompanied by a Children’s Aid nurse as 
co-ordinator, might bring the infants and children for 
routine check-ups and treatment. A nominal standard 
financial rate was established and during the year’s 
period 255 individual appointments were provided. A 
report of the complete medical services follows; surgery 
and specialized medical needs were referred to other 
doctors. 

An excellent medical program was given the children 
and standards for child care have been enhanced. 


Total visits to pediatricians 
Eye examinations at school 
Refractions 

Strabismus operations 
Tonsillectomies 

Submucous 


‘adium treatment for deafness 
“Tay treatment for deafness 
X-ray treatments of pharynx 
X-ray treatments for birthmark, 2 children 
ormone treatments, 1 child nine weeks 
X-ray of chest 


Complete blood count or hemoglobin and R.B.C 
* * 


A county-wide general drive for membership is being 
conducted in Newaygo County in February by Michi- 


Fepruary, 1950 


gan Medical Service and Michigan Hospital Service. The 
doctors and hospital staff members and the Medical 
Auxiliary members are very enthusiastic and expect to 
show the rest of the state what can be done when every- 
body is ready to work. 

* * 

The Genesee County Medical Society announces its 
Fifth Annual Cancer Day, to be held Wednesday, April 
12, 1950, in Merliss Brown Auditorium, Hurley Hospital, 
Flint, Michigan. 

Guest Speakers include Grantley W. Taylor, M.D., 
Massachusetts General Hospital, Boston, Massachusetts, 
on “Cancer of Regional Lymph Nodes”; Cushman D. 
Haagensen, M.D., Presbyterian Hospital, New York City, 
on “Cancer of the Breast.” 

Reed M. Nesbit, M.D., University of Michigan, Ann 
Arbor, Michigan, on “Cancer of the Kidney and Blad- 
der’; Lloyd F. Craver, M.D., Memorial Hospital, New 
York City, on “Hopeful Aspects of Malignant Lympho- 
mas.” 

A fifth speaker of national reputation will be an- 
nounced at a later date. 

All MSMS members are cordially invited to attend. 

* * * 

The University of Illinois has started construction on 
a 14-story addition to the Research and Educational Hos- 
pitals in the Chicago Medical District. $5,559,929 has 
been released for the project. This will raise the amount 
of present construction in the Medical Center District 
to over $25,000,000. Other projects are Veterans Ad- 
ministration Hospital, Chicago State Tuberculosis Hos- 
pital, Cook County Intern’s Residence, and Nurses’ res- 
idence at Presbyterian Hospital. This is the first of two 
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THE DOCTOR’S LIBRARY 





GC. All important laboratory exam- 
inations; including— 


Tissue Diagnosis 

The Wassermann and Kahn Tests 
Blood Chemistry 

Bacteriology and Clinical Pathology 
Basal Metabolism 
Aschheim-Zondek Pregnancy Test 


Intravenous Therapy with rest rooms for 
Patients 


Electrocardiograms 


Central Laboratory 


Oliver W. Lohr, M.D., Director 
537 Millard St. 
Saginaw 
Phone, Dial 2-4100—2-4109 
The pathologist in direction is recognized 


by the Council on Medical Education 
and Hospitals of the A. M.A. 











major b »*idings needed to add 24 students to each class 
in the College of Medicine. 
+ * * 

Governor Williams, in his weekly broadcast, announced 
that he will recommend to the Legislature the construc- 
tion of a Medical Science building at Wayne University, 
and a new Clinic Building at Ann Arbor, also a new 
building for Veterinary Medicine at Michigan State. 






* * * 

RECONCILIATION OF MEMBERSHIPS MSMS 
Paid Meinberships to December 1, 1949 1949 1948 
RRR RIC TRE 4,593 4,662 
See 26 0 
1 ae 47 0 
ee 17 0 
Associate Members..............- 81 124 
Emeritus and Life Membe 86 162 


Retired Members...........ccccccccceecccseescee . = 13 


Total Memberships to December 1, 1949............ 4,853 4,961 


Paid AMA Assessment—4,029 members @ $25.00 $100,725.00 
(86%) of paid members. a 
* * 


The Educated Man 


Never laughs at new ideas. 

Cross-examines his daydreams. 

Cultivates a love of beauty. 

Always listens to the man who knows. 

Knows his strong points and plays them. 

Lives a forward and outward-looking life. 

Knows the value of good habits and how to form them. 

Keeps his mind open on debatable questions until the 
evidence is all in. 

Knows when to think for himself and when to call the 
expert to think for him.—Optimeter. 
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Acknowledgment of all books received will be made in this column 
and this will be deemed by us as ey compensation of those 
sending them. A selection will be made for review, as expedient. 


PSYCHOSOMATIC MEDICINE—The Clinical Application of 
Psychopathology to General Medical Problems. By Edward Weiss 
M.D., Professor of Clinical Medicine, Temple University Medical 
School, Philadelnohia; and O. Spurgeon English, M.D.., Professor 
of Psychiatry, Temple oa Medical School, Philadelphia 
New second edition. 803 pages. Philadelphia and London: W. RB 


Saunders Company, 1949. Price $9.50. = 


This volume is a second edition that was first pub- 
lished six years ago. The authors have rearranged their 
material. Much has been rewritten and new clinical 
material added. Included have been new charts and 
tables summarizing diagnostic points and treatment sug. 
gestions. 

To those physicians not acquainted with this work, the 
authors have assembled a great amount of psychiatric 
literature and case reports pointing out the relationship 
between emotional disturbances and their somatic effects, 
They stress the necessity with every patient to include a 
personality review. Besides the physical examination and 
laboratory reports, they urge the inclusion of a per- 
sonality study, and suggest that the history need not 
differ in form but it must in substance. It is again 
recommended by the authors that a diagnosis of psycho- 
neurosis should be made on positive findings and not by 
exclusion of organic findings. 

It appears to the reviewer that a book on this subject 
should be in every physician’s library. Medicine is recog- 
nizing the importance of functional disturbances to the 
patient, and greater effort is being made by the medical 
profession to treat those cases more satisfactorily. There 
are several good books on this subject on the market, but 
this appears to be as inclusive and complete as any and 
can be highly recommended. G. K. S. 


ABRAHAM LEVISON ANNIVERSARY VOLUME. Studies in 
Pediatrics and Medical History in Honor of Dr. Abraham Levison 


on his Sixtieth Birthday. Solomon R. Kagan, M.D., Editor. 
Editorial Board: Isaac r« Abt, M.D., Reuben Friedman, M.D., 
Prof. Max Neuburger. New York: Froben Press, Inc., 1949. 
Price $6.00. 


The content of this volume falls within three cate- 
gories. 

1. Original articles by a group of distinguished col- 
leagues of Doctor Levison. These deal with scientific 
subjects particularly associated with that great individ- 
ual’s life and work. 

2. A series of seven articles under the general head- 
ing, Medical History. 

3. A bibliography of medical publications of Doctor 
Levison, interspersed with quotations. 

The volume contains much of scientific interest in 
addition to its claim to one’s attention because of the 
great physician it honors. The twenty-six original articles 
constitute a treasure trove of thought from a gallery of 
notables. 

This reviewer was particularly impressed with the con- 
tributions of Loyal Davis et al, Kanner, Kagan and 
Parmelee, but the entire volume deserves careful atten- 
tion. H. F. B. 
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4 TEXTBOOK OF SURGERY. By American Authors. 


Frederick Christopher, B.S., M.D., F. , 
Northwestern University Medical School; Chief Surgeon, Evan- 
ston (Illinois) Hospital. Fifth Edition. 1,550 pages with 1,465 
illustrations on 742 figures. Philadelphia and London: W. B. 
Saunders Company, 1949. Price $13.00. 


This is one of the finest short reference works we 
have seen in a long time. The many articles covering 
the entire field of operative work are written clearly and 
concisely by the leaders of American surgery. 

Each article seems to possess the quality of imparting. 
all possible information on any given subject in a limited 
space. As a matter of fact, the impression is gained that 
a short perusal of any given article would enable one to 
present quite a scholarly discussion on that particular 
subject on short notice. 

In addition to the above, this edition has been brought 
up to the minute with the most recent advances in sur- 
gery over the past four or five years. This is especially 
true of such articles as those on peptic ulcer, gastric and 
esophageal carcinoma, antibiotics and preoperative and 
postoperative care. The book is to be highly recom- 
mended. R. L. M. 


LIFE AMONG THE DOCTORS. By Paul De Kruif, in collabora- 
tion with Rhea De Kruif. New York: Harcourt, Brace and 
Company, 1949. Price $4.75. 


Another book comes from the fluent pen of Paul De 
Kruif. This one is just as challenging as his others. He 
tells of the life and contacts with a few of what he calls 
real doctors. These do not all carry the degree of M.D. 
Some are D.P.H., or Ph.D., but all have taken a rather 
advanced and leading part in the conquest of disease. 

First, De Kruif tells the story of Cy Young of the 
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Michigan State Health Department Laboratories. It is a 
most entertaining story of the fight against time to estab- 
lish the first and best Public Health Laboratories. He 
tells many interesting tales of Cy Young and Greg Chris- 
tian. Tom Spies’ research and successful fight against 
vitamin deficiency is just as thrilling. He conquered 
pellagra, almost singlehanded. 

The story of the antibiotics and their use in venereal 
disease told in much detail and with a show of rejoicing 
over the successes shown in countering the advice and 
leadership of what he calls the big committee men. 
De Kruif’s heroes are justly praised, their work fully 
described, and when the “big brass” has guessed wrong, 
they are told of it. De Kruif is being much less rabid 
in his enthusiasm for new theories and procedures until 
they have been more fully proven, but he is still the 
champion of the researcher who works hard against dis- 
couragement, and who finds that his work is leading to 
success. This book is intensely interesting. 


MEDICAL MEETING. By Mildred Walker. 
court, Brace and Company, 1949. Price $3.00. 


Mildred Walker has evidently attended medical meet- 
ings. She has written before about “Dr. Norton’s Wife.” 
This is a story of the life and work of a doctor and his 
wife who after intern training accept a small tuberculosis 
hospital appointment in order to continue experimental 
work on antibiotics. The struggles and disappointments, 
also the successes, are delineated, culminating in the 
presentation of a paper at the national medical meeting, 
where the doctor discovers that someone else, with ex- 
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cellent equipment and abundant help, has developed 
something very similar, and appears on the program just 
a few hours ahead, so gets the publicity. The story is 
not finished. The reader is left to imagine the further 
success of the young investigator from the fact that an 
advantageous connection with a teaching position is of- 
fered. The novel is good. 


X-RAY TREATMENT, ITS ORIGIN, BIRTH AND EARLY HIS- 
TORY. By Emil H. Grubbé, B.S., M.D., F.A.C.P., Charter 
Member and Emeritus Member of the Radiological Society of 
North America; Charter Member of the American Roentgen Ray 
Society; Diplomate of the American Board of Radiology; Associate 
Fellow of the American Medical Association; Emeritus Member of 
the Illinois State Medical Society, and a Member of the Chicago 
Medical Society. Saint Paul and Minneapolis. Bruce Publishing 
Co., 1949. Price $3.00. 


Too often men who have made monumental contribu- 
tions to the world of science die before they can see the 
ultimate value of what they have helped to pioneer. In 
the case of x-ray therapy, we are more fortunate. Dr. 
Grubbé has lived a long and useful life, and in his 
declining years has been persuaded to write what is really 
his memoirs. An extremely personal note prevails through- 
out the entire book; still through it all one can note the 
amount of true original thought which was brought to 
light in the development of this then unchartered field. 

For an authentic personalized history of the early days 
of x-ray therapy, this book is a good source. It is very 
interesting reading. G. T. P. 


HANDBOOK OF MEDICAL MANAGEMENT. By Milton Chat- 
ton, A.B., M.D., Instructor in Medicine, University of California 
Medical ‘Sehool.” San Francisco; Sheldon Margen, a :. wl 
Clinical Instructor in Medicine, and Research Associate, Univer- 
sity of California Medical School, San Francisco, and Henrv D. 
Brainerd, ., M.D., Assistant Clinical Professor of Medicine 
and Pediatrics, University of California Medical School, Assistant 
Clinical Professor of Pediatrics, Stanford University School of 
Medicine, Physician in Charge, Isolation Division, San Francisco 
oo Palo Alto: University Medical Publishers, 1949. Price 


This little paper-covered, pocket-size book contains 
over 400 pages of condensed instructions and informa- 
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tion on the management of hundreds of diseases. It js 
rather surprisingly complete. The first two chapters are 
on General Aspects of Medical Management and General 
Symptomatic Treatment, followed by a chapter on 
Dietetics and Nutrition. Diseases are then classified ac- 
cording to systems: skin, respiratory, heart, et cetera. A 
very useful innovation is the fact that every disease 
described and treated is given its code number according 
to the Standard Nomenclature of Diseases and Standard 
Nomenclature of Operations of the A.M.A. This is a 
handy list, as many hospitals are now requiring their 
clinical records to include the standard nomenclature, 
and the book on nomenclature is not always available. 
This book is convenient and very useful. 
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CLASSIFIED ADVERTISING RATES 


$2.50 per insertion of fifty words or less, with 
an additional five cents per word in excess of fifty. 











M.D. Wanted: A good opening for a young doctor of 
medicine in Colon, Michigan; 900 population, located 
in a good farming and resort community. No other 
M.D. within ten miles; three hospitals within 25 min- 
utes drive; five churches; twelve-grade school on the 
University and North Central Association list; two 
factories, active Lions Club, good bank and theater. 
Excellent opening for the right man. Contact: Gam- 
bles Drug Store or Charles Williams, Village Clerk, 
Colon, Michigan. 


Obstetrician-Gynecologist; 33, married, Protestant, three 
years training, two years practice, desires new location. 
Association or group practice; small community ac- 
ceptable. Reply Box No. 1, 2020 Olds Tower Bldg., 


Lansing 8, Michigan. 
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Elastic Stockings Braces 76 West Adams 
Made to meet the requirements Detroit 26, Michigan 
of individual users. WOodward 2-3346 
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